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FY 2004

Introduction 
This report provides an overview of USAID's Agency-wide
health expenditures for fiscal year (FY) 2004 (October 1,
2003, through September 30, 2004).These expenditures
occur via two main channels: (1) centrally managed activities
procured and managed in Washington, D.C., by USAID's
Bureau for Global Health, and (2) bilateral activities managed
by USAID Missions. For the purposes of this report, "bilateral"
refers to Missions' expenditures under their operating year
budgets through agreements procured and managed by the
Missions.This does not include "field support" expenditures,
which are centrally managed. Agreements managed by
USAID's regional bureaus are not included in this report.

This report includes USAID expenditures in the areas of
HIV/AIDS, infectious diseases, child survival/maternal health,
vulnerable children, and family planning/reproductive health. It
also includes trend information covering FY 2000 through FY
2004 for the family planning/reproductive health directive and
trend information for FY 2001 through FY 2004 for total
Agency-wide health expenditures and the HIV/AIDS, infec-
tious diseases, and child survival/maternal health directives.
(Prior to FY 2001, this report presented only family
planning/reproductive health expenditures.) Because the FY
2003 edition of this report was the first to include vulnerable
children expenditures, comparisons are only made between
FY 2003 and FY 2004 for the vulnerable children directive.

As in prior years, the report includes an annex showing fiscal
year shipment data on USAID-supported centrally funded
contraceptives and condoms.

How to Interpret This Report
The primary purpose of this report is to provide USAID
managers with financial information that can assist in policy
and program decision-making at the global, regional, and
country levels.The report provides an overview of expendi-
tures incurred at the activity level for the implementation of
Agency-wide health programs funded by USAID.The
expenditure amounts reported do not represent a particu-
lar fiscal year's appropriations or obligation funding and
should not be used or interpreted as such. A time lag exists
between an activity's obligation funding and its expenditures,
because funds are typically not expended in the same fiscal
year in which they are obligated. Instead, they are expended
in subsequent fiscal years. TThheerreeffoorree,,  eexxppeennddiittuurree  aammoouunnttss  
pprreesseenntteedd  iinn  tthhiiss  rreeppoorrtt  rreefflleecctt  ffuunnddiinngg  ddeecciissiioonnss  mmaaddee  

pprriioorr  ttoo  FFYY  22000044  aanndd  ccaannnnoott  bbee  ddiirreeccttllyy  ccoommppaarreedd  wwiitthh
aapppprroopprriiaattiioonn  oorr  oobblliiggaattiioonn  aammoouunnttss..

Also, expenditures presented in this report are estimates
based on a comprehensive data collection process
(described below under "Methodology of Data Collection").
The reported figures give managers a broad view of spend-
ing patterns but do not entail the precision and detail of 
formal accounting standards.

The "Expenditures by Type of Implementing Partner" graph in
each chapter illustrates the distribution of primary recipient
organization types.These include cooperating agencies (CAs)
that have direct agreements with the Bureau for Global
Health as well as institutions that have direct agreements with
a Mission.This graph does not include sub-agreement infor-
mation. Partnerships are presented as their primary organiza-
tional type and do not differentiate between local or 
non-local organizations.

The "Expenditures on In-Country Activities" graph in each
chapter demonstrates what percentage of expenditures
support in-country activities versus global leadership,
research, and innovation activities.This graph further defines
in-country activities by distinguishing between expenditures
that were spent through centrally managed agreements 
versus Mission-managed agreements. Also provided is a 
distribution of in-country activities by the type of recipient
organization for both centrally and Mission-managed 
agreements and by long- or short-term technical assistance
provided by non-host country partners.The current data 
collection process does not include local institution 
breakdowns for CA field office operations that have 
sub-agreements through Mission-managed activities.These
expenditures are captured under field office operations.

Methodology of Data Collection 
This report takes its data from the following sources:

• Mission Accounting and Control Systems (MACS),
October 2004 

• Phoenix, October 2004

• Mission Activity Expenditure Data Submission,
January 2005 
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• Cooperating Agency Expenditure Data Submission,
December 2004 

• NEWVERN Information System, January and May 2005

After the fiscal year ends, the Population, Health and
Nutrition Information (PHNI) Project requests all USAID
Missions and CAs that have centrally managed agreements
with the Bureau for Global Health to submit the expenditure
data from these sources to prepare this report.

Data from USAID Missions

In this report, data from USAID Missions are referred to as
"bilateral," "Mission," or "Mission-managed." The values for
Mission totals include only expenditures incurred under
Mission-managed activities and do not include bilateral funds
transferred via Modified Acquisition and Assistance Request
Documents (MAARDs) into activities centrally managed by
the Bureau for Global Health.These expenditures are report-
ed by the CA recipients of this type of funding from a
Mission under the Field Support/MAARD columns found
throughout the report. Mission expenditure amounts are
obtained from MACS and Phoenix. Population, health and
nutrition (PHN) officers (or their designee) at each Mission
then code each activity's expenditures by line item.The direc-
tive (HIV/AIDS, infectious diseases, child survival/maternal
health, vulnerable children, family planning/reproductive health,
or non-health-related activities) and institution that imple-
mented the activity associated with each cost are listed for
every line item. Although U.S. or local organizations reported
as the implementing institution may work with other local
organizations via sub-agreements, the data collection process
requires that the Mission only identify the primary imple-
menting institution.The Mission PHN officers also complete
focus area and functional activity breakdowns by directive for
each of their health-related activities.These breakdowns pro-
vide activity-level estimates that are aggregated in this report.

Data from Cooperating Agencies

CA data in this report include field support/MAARD 
expenditures and central core expenditures. CA data are
sometimes referred to as "centrally managed" because they
reflect expenditures incurred via agreements between CAs
and the Bureau for Global Health in Washington, D.C.

Each CA provides a country-by-country breakdown of
expenditures for each agreement the CA has with the
Bureau for Global Health. For each country, the CA is asked
to indicate how much was spent using field support/MAARD
funds and how much was spent with central core funds.
Next, the CA indicates for each country whether or not the
amounts were spent via sub-agreements with local host insti-
tutions, as long-term or short-term technical assistance, or
through other activities not captured in these categories. For
sub-agreement expenditures, the CA provides a list of local
host institutions and their respective expenditure amounts.

Finally, each CA completes the focus area and functional activi-
ty breakdowns for each of its agreements with the Bureau for
Global Health.These percents are coded for each directive and
applied evenly across all countries for which the CA reported
expenditures related to the directive.Therefore, the amounts in
this report are aggregates of activity-level estimates.

Data from NEWVERN Information System

NEWVERN is the central contraceptive procurement system.
This system is the automated contraceptive ordering, pro-
cessing, and financial management system of USAID's
Commodities Security and Logistics Division.The PHNI
Project annually receives contraceptive shipment data from
John Snow, Inc., which manages NEWVERN.The data contain
the value and quantity of shipments for each country that
receives contraceptive assistance from USAID.

Total contraceptive and condom shipments (as reported in
the “Global Health Overview” section of this report) repre-
sent expenditures for both HIV/AIDS and family planning.
USAID's Commodities Security and Logistics Division pro-
vides the breakdown of commodity amounts used for family
planning and HIV/AIDS activities based on commodities pur-
chased and shipped using their respective funding sources.

Current Limitations to Data
Given current data collection methods, the information 
provided in this report has the following limitations:

• For the most part, figures reported here are based on 
estimates and do not reflect actual accounting figures.
Informed managers code expenditure values and make
estimates on the distribution of expenditures for each
activity at the country level.

2
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• The data included in this report represent Agency-wide
health expenditures incurred by CAs with a centrally man-
aged agreement with the Bureau for Global Health or by
USAID field Missions. Currently, the data collection does
not include expenditures incurred via regional agreements
entered into by USAID regional bureaus.

• As stated earlier, the data do not include local host institu-
tion information for CAs that have sub-agreements via
bilateral activities. Sub-agreement data are only available 
for centrally managed activities. Missions report only on
primary implementers of agreements.

• For CA information, the figures for focus area and 
functional activity breakdowns represent coding at the
agreement level and not the regional or country levels.

• The report does not include data on expenditures related
to U.S. government contributions to the Global Fund to
Fight AIDS,Tuberculosis and Malaria.

3
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Through its partnerships with bilateral agencies, multilateral
organizations, host governments, research and educational
institutions, and nongovernmental organizations, USAID
continues to lead, support, and implement programs that
improve the quality, availability, and use of essential health
services.The Agency’s health programs address the 
following directives: HIV/AIDS, infectious diseases, child
survival/maternal health, vulnerable children, and family
planning/reproductive health. Agency-wide health expendi-
tures support interventions that meet a variety of humani-
tarian and development needs in countries at different 
levels of social and economic development.

In FY 2004, Agency-wide health expenditures reached
$1.52 billion.This represented a 14% increase over FY
2003 expenditures. HIV/AIDS spending increased by 34%
from FY 2003 and constituted 36% of FY 2004 Agency-
wide health expenditures.The family planning/reproductive
health directive represented 27% of total FY 2004
Agency-wide health expenditures, while child
survival/maternal health represented 26%, infectious dis-
eases 9%, and vulnerable children 2%.

Regionally, USAID health expenditures were greatest in
Africa, representing 39% ($590 million) of the total.The
Asia/Near East (ANE) region represented 25% ($379 mil-
lion) of the total, with Latin America/Caribbean (LAC) at
12% and Europe and Eurasia (E&E) at 6%. “Worldwide”
expenditures, which primarily support research, technical
leadership, strategic planning, and new initiatives, amount-
ed to 18%.These regional distributions changed minimally
from FY 2003.

Ten of the 20 top expenditure countries were in the Africa
region, eight in ANE, and two in LAC.The top five countries
were India ($56 million), Uganda ($54 million), Nigeria ($47
million), and Egypt and Kenya (each around $43 million).
With expenditures of $30 million and $29 million respec-
tively, Iraq and Afghanistan entered the top 20 Agency-wide
health expenditure countries for the first time in FY 2004.
(It should be noted that the Agency-wide health expendi-
tures reported for Iraq represent Child Survival and Health

Account funds only and do not include expenditures from
the supplemental Iraq Relief and Reconstruction Fund.)
Expenditures in the top 20 countries represented 47% 
of total Agency-wide health expenditures.

Among functional activities, service delivery and training
had the largest portion of expenditures (27%), followed
by behavior change and communications (14%), institu-
tional capacity building and management (14%), and data
collection, monitoring, evaluation, and health information
systems (11%). Each other functional activity represented
less than 10% of total expenditures.

Centrally managed agreements (in-country) accounted for
the most spending ($608 million), followed by Mission-
managed agreements ($602 million) and global leadership,
research, and innovation ($305 million). In-country activi-
ties (both centrally managed and Mission-managed agree-
ments) accounted for 80% of FY 2004 expenditures.
Nearly half (46%) of in-country expenditures were in field
office operations and long-term technical assistance via
centrally managed agreements.

Private organizations were the implementing partners for
67% of FY 2004 Agency-wide health expenditures, while
international organizations represented 11%, universities 8%,
and government agencies 5%.Among private organizations,
private nonprofit organizations expended 72% of funds.

Since FY 2001, total Agency-wide health expenditures
have increased 65% from $918 million to more than $1.5
billion. USAID’s portion of the U.S. government’s commit-
ment to HIV/AIDS programs (primarily in Africa) fueled
the majority of expenditures, with infectious diseases and
child survival/maternal health expenditures also increasing.
HIV/AIDS expenditures more than tripled from $171 mil-
lion in FY 2001 to $544 million in FY 2004. Infectious dis-
eases expenditures also increased markedly from $50 mil-
lion to $131 million over the same period.While increas-
ing 39 percent from FY 2001, child survival/maternal
health expenditures in FY 2003 and FY 2004 remained
approximately $387 million. After declining somewhat in

6
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FY 2002 and FY 2003, family planning/reproductive health
expenditures increased to $417 million, about the same
level as in FY 2001.

Between FY 2001 and FY 2004,Agency-wide health expendi-
tures increased each year in all regions except LAC.Agency-
wide health expenditures in LAC decreased below the FY 2001
figure in FY 2002 and FY 2003, before rebounding in FY 2004.

Africa had the greatest Agency-wide health expenditure
increase (85%) between FY 2001 and FY 2004, reflecting
increases in the HIV/AIDS and infectious diseases direc-
tives. For the majority of African countries, Agency-wide
health expenditures increased over the past four years.
Countries experiencing at least a doubling of expenditures
between FY 2001 and FY 2004 included Botswana,
Burkina Faso, Burundi, Democratic Republic of the Congo,
Congo, Cote d’Ivoire, Eritrea, Mozambique, Namibia,
Nigeria, Sierra Leone, South Africa, Swaziland,Tanzania,
Uganda, and Zambia.

In the ANE region, recent and growing expenditures in
Afghanistan, Iraq, and Pakistan helped account for greater

expenditures. Between FY 2001 and FY 2004, expenditures
more than doubled in Cambodia, Indonesia, Pakistan,
Vietnam, and West Bank/Gaza. Pakistan and Vietnam saw
very large proportional increases from less than $1 million
to, respectively, more than $10 million and more than $5
million. Afghanistan and Iraq had significant increases
between FY 2003 and FY 2004.

While no E&E country is among the top 20 in Agency-wide
health expenditures, many countries experienced increases
in expenditures between FY 2001 and FY 2004. Albania,
Romania, Russia, Serbia and Montenegro,Tajikistan, and
Uzbekistan expenditures more than doubled. Agency-wide
health expenditures in Azerbaijan, Belarus,Turkey,
Turkmenistan, and Ukraine declined over the last four years.

Expenditures on in-country activities have gradually
increased since FY 2002, growing from 71% of Agency-
wide health expenditures in FY 2002 to 80% in FY 2004.
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Table 1

Figure 1

Agency-Wide Expenditures for Global Health

These figures represent Agency-wide health expenditures on all accounts and not appropriations or obligations as described in the introduction to this report.

USAID Global Health Expenditures by Directive
FY 2004 ($1,000s)

USAID Global Health Expenditures by Directive
FY 2004
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Table 2

Figure 2 

These figures represent Agency-wide health expenditures on all accounts and not appropriations or obligations as described in the introduction to this report.

USAID Global Health Expenditures by Region
FY 2004 ($1,000s)

USAID Global Health Expenditures by Region
FY 2004

*Worldwide includes U.S. government contribution to the Global Alliance for Vaccines and Immunization (GAVI).

*Worldwide includes U.S. government contribution to the Global Alliance for Vaccines and Immunization (GAVI).



USAID Global Health Expenditures 
FY 2004: Top 20 Countries ($1,000s)
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Table 3

Figure 3

Agency-Wide Expenditures for Global Health

These figures represent Agency-wide health expenditures on all accounts and not appropriations or obligations as described in the introduction to this report.

USAID Global Health Expenditures by Functional Activity
FY 2004

*Iraq expenditures represent Child Survival and Health Account funds only.These expenditures do not include funds spent through the
supplemental Iraq Relief and Reconstruction Fund.
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Table 4

Figure 4

These figures represent Agency-wide health expenditures on all accounts and not appropriations or obligations as described in the introduction to this report.

USAID Global Health Expenditures by Region and Type of Assistance
FY 2004 ($1,000s)

Expenditures on In-Country Activities for Global Health
FY 2004

*The values for Mission-managed agreements include all expenditures via bilateral projects, including all expenditures incurred 
under sub-agreements.

**The Global Leadership, Research, and Innovation category includes amounts spent primarily to support research, technical 
leadership, new initiatives, strategic planning, and other direct and indirect costs incurred to support host-country population, health, and nutrition
activities (e.g., invitation travel of LDC personnel, study/observational tours, database management, non-contraceptive commodities, etc.).

*Other in-country organizations include local universities, local private voluntary organizations, and/or the USAID Mission itself.

Note: The current data collection process does not provide institution breakdowns for field office operations where sub-agreements exist with
local host-country organizations through Mission-managed activities.



12

Figure 5

Agency-Wide Expenditures for Global Health

These figures represent Agency-wide health expenditures on all accounts and not appropriations or obligations as described in the introduction to this report.

USAID Global Health Expenditures by Type of Implementing Partner
FY 2004

Notes: 1) This graph represents the breakdown of expenditures by the primary recipient organizations implementing global health activities.These
include CAs who have direct agreements with USAID’s Bureau for Global Health as well as institutions with a direct agreement with a Mission.
No sub-agreement information is provided in these percentages. However, the graph in this section titled “Expenditures on In-Country Activities”
includes a breakdown of institution types for institutions working under sub-agreements with CAs.Therefore, the percentages in these two graphs will
not match.
2) The Government Agencies category includes both U.S. and host-country government institutions that are primary recipients.
3) Other implementing partners include USAID Missions incurring direct costs.
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Table 5

These figures represent Agency-wide health expenditures on all accounts and not appropriations or obligations as described in the introduction to this report.

Africa: USAID Global Health Expenditures by Country and Directive
FY 2004 ($1,000s)
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Table 6

Table 7

Agency-Wide Expenditures for Global Health

These figures represent Agency-wide health expenditures on all accounts and not appropriations or obligations as described in the introduction to this report.

Asia/Near East: USAID Global Health Expenditures by Country and Directive
FY 2004 ($1,000s)

Europe & Eurasia: USAID Global Health Expenditures by Country and Directive
FY 2004 ($1,000)

*Iraq expenditures represent Child Survival and Health Account funds only.These expenditures do not include funds spent through the
supplemental Iraq Relief and Reconstruction Fund.
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Table 8

Table 9

These figures represent Agency-wide health expenditures on all accounts and not appropriations or obligations as described in the introduction to this report.

Latin America/Caribbean: USAID Global Health Expenditures 
by Country and Directive
FY 2004 ($1,000s)

Worldwide: USAID Global Health Expenditures by Country and Directive
FY 2004 ($1,000s)

*USA expenditures include amounts spent within the United States primarily to support research, technical leadership, strategic planning,
and new initiatives.

** Total Worldwide for Child Survival/Maternal Health includes the U.S. government contribution to the Global Alliance for Vaccines and
Immunization (GAVI).
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Figure 6

Figure 7

Agency-Wide Expenditures for Global Health

Trends in Global Health Expenditures by Directive
FY 2001–2004

These figures represent Agency-wide health expenditures on all accounts and not appropriations or obligations as described in the introduction to this report.

Trends in Global Health Expenditures by Region
FY 2001–2004

Note: FY 2001 and FY 2002 Agency-wide health expenditures do not include Vulnerable Children expenditures.

Note: FY 2001 and FY 2002 Agency-wide health expenditures do not include Vulnerable Children expenditures.



FY 2004 17

Table 10

These figures represent Agency-wide health expenditures on all accounts and not appropriations or obligations as described in the introduction to this report.

Africa: Trends in USAID Global Health Expenditures by Country
FY 2001–2004 ($1,000s)

Notes: 1) Variations from previously reported values may occur in historical data as new information is obtained.
2) FY 2001 and FY 2002 Agency-wide health expenditures do not include Vulnerable Children expenditures.
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Table 11

Agency-Wide Expenditures for Global Health

These figures represent Agency-wide health expenditures on all accounts and not appropriations or obligations as described in the introduction to this report.

Asia/Near East: Trends in USAID Global Health Expenditures by Country
FY 2001–2004 ($1,000s)

*Iraq expenditures represent Child Survival and Health Account funds only.These expenditures do not include funds spent through the
supplemental Iraq Relief and Reconstruction Fund.

Notes: 1) Variations from previously reported values may occur in historical data as new information is obtained.
2) FY 2001 and FY 2002 Agency-wide health expenditures do not include Vulnerable Children expenditures.
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Table 12

These figures represent Agency-wide health expenditures on all accounts and not appropriations or obligations as described in the introduction to this report.

Europe & Eurasia: Trends in USAID Global Health Expenditures by Country
FY 2001–2004 ($1,000s)

Notes: 1) Variations from previously reported values may occur in historical data as new information is obtained.
2) FY 2001 and FY 2002 Agency-wide health expenditures do not include Vulnerable Children expenditures.
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Table 13

These figures represent Agency-wide health expenditures on all accounts and not appropriations or obligations as described in the introduction to this report.

Table 14

Agency-Wide Expenditures for Global Health

Latin America/Caribbean: Trends in USAID Global Health Expenditures by Country
FY 2001–2004 ($1,000s)

Worldwide: Trends in USAID Global Health Expenditures by Country
FY 2001–2004 ($1,000s)

Notes: 1) Variations from previously reported values may occur in historical data as new information is obtained.
2) FY 2001 and FY 2002 Agency-wide health expenditures do not include Vulnerable Children expenditures.

Notes: 1) Variations from previously reported values may occur in historical data as new information is obtained.
2) FY 2001 and FY 2002 Agency-wide health expenditures do not include Vulnerable Children expenditures.

*USA expenditures include amounts spent within the United States to support research, technical leadership, strategic planning, and new initiatives.
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USAID makes the fight against HIV/AIDS a top priority,
not only for humanitarian reasons but because the
HIV/AIDS crisis threatens the prosperity, stability, and
development of nations around the world. USAID is a key
participant in the U.S. government’s interagency approach
to addressing HIV/AIDS needs in developing countries.
The expenditures represented in this report constitute
USAID’s portion of U.S. government HIV/AIDS activities.
As an implementing agency of the President’s Emergency
Plan for AIDS Relief, USAID works in many nations,
including 15 focus countries where more than half of the
world’s HIV-infected persons live.The goals of the
Emergency Plan are to support treatment for 2 million
people living with HIV/AIDS, prevent 7 million new infec-
tions, and support the care of 10 million people infected
and affected by HIV/AIDS in the 15 focus countries.

HIV/AIDS expenditures rose steadily across USAID-sup-
ported countries between FY 2001 and FY 2004.The
increase in expenditures is a result of additional resources
and obligations to HIV/AIDS under the Emergency Plan
and is of particular note in the 15 focus countries in
USAID’s Africa, LAC, and ANE regions. In the 15 focus
countries combined, expenditures reached $244 million 
in FY 2004, more than four times FY 2001 expenditures.
Four-year increases were especially large in Uganda, where
expenditures rose by more than $33 million between FY
2001 and FY 2004, and in South Africa, where expendi-
tures increased by nearly $25 million over the same
period. Of the 15 focus countries, Uganda, South Africa,
and Kenya were the three leading expenditure countries.

About half of expenditures in FY 2004 were through 
field support/MAARDs. In a handful of countries,
however, including Guyana, Mozambique,Tanzania, and
Uganda, Mission/bilateral agreements were the primary
expenditure mechanism.

In addition to Emergency Plan activities, USAID currently
supports treatment, prevention, care, and support inter-
ventions in 78 countries (including the 15 focus coun-
tries), in six sub-regional programs, and through world-
wide initiatives.These activities operate through a wide

array of collaborations with international and U.S. part-
ners, including faith- and community-based organizations,
the private sector, and international initiatives.

In FY 2004, USAID HIV/AIDS expenditures exceeded
$544 million, a 34% increase over FY 2003 and a 129%
increase over FY 2002. In order to quickly ramp up 
activities over the last few years, the Agency increased
investments in ongoing centrally managed programs with
existing local partners. A large proportion of FY 2004
expenditures, 33%, were Mission/bilateral, while central
core spending represented 22%. Expenditures in those
countries initially supported under President Bush’s
International Mother and Child HIV Prevention Initiative
increased between FY 2003 and FY 2004. FY 2004 Global
HIV/AIDS Initiative (GHAI) funds were obligated to
Missions late in the fiscal year.This, in addition to expected
increases in GHAI obligations in FY 2005, will likely result
in large reported increases in HIV/AIDS expenditures in
the coming years.

In FY 2004, condom shipments amounted to 4% of total
HIV/AIDS expenditures and fewer condoms were
shipped to Emergency Plan focus countries than in FY
2003 ($8.3 million in FY 2003 shipment values versus
$5.0 million in FY 2004).The reduction in condoms
shipped to focus countries was primarily due to the inabil-
ity of condom suppliers to meet their production goals.
USAID’s two U.S.-based contractors each ended 2004
approximately 100 million condoms behind on their con-
tract delivery schedules. However, there were no stock-
outs. In addition, about half of the focus countries have
obtained other supply arrangements that include host-
country government financing or other donor financing.
The responsibility of condom procurement, like other
aspects of HIV/AIDS programs, is 
negotiated locally.

By region, more than half of HIV/AIDS expenditures
($320 million, or 59%) were in Africa, followed by ANE at
$82 million (15%), LAC at $51 million (9%), and E&E at
$26 million (5%). “Worldwide” expenditures, which 
primarily support research, technical leadership, strategic

22
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planning, and new initiatives, amounted to $66 million
(12%). Expenditures increased from FY 2003 to FY 2004
in all regions – Africa by 39%, ANE by 24%, E&E by 50%,
and LAC by 17%.

The top 20 recipient countries accounted for 63% of
HIV/AIDS expenditures. Uganda ($41 million), South
Africa ($28 million), Kenya ($27 million), Zambia ($25 mil-
lion), and Tanzania ($23 million) were the five countries
with the highest FY 2004 expenditures.

Mission-managed agreements represented 33% of expen-
ditures in FY 2004, while centrally managed agreements
(in-country) represented 53% and global leadership,
research, and innovation represented 14%.The majority of
expenditures (86%) represented in-country activities
(both centrally managed and Mission-managed agree-
ments), of which more than half included long-term 
technical assistance via centrally managed agreements
(30% of total HIV/AIDS expenditures), field office opera-
tions (23%), and short-term technical assistance via cen-
trally managed agreements (9%). USAID’s main imple-
menting partners in FY 2004 included private nonprofit
organizations, which accounted for 58% of expenditures,
and private for-profit organizations, which accounted 
for 18%.

The top six activities supported by HIV/AIDS expendi-
tures were behavior change and communications (21%);
service delivery (16%); institutional capacity building and
management (12%); data collection, monitoring, evalua-
tion, and health information systems (10%); research (9%);
and training (9%).

Between FY 2001 and FY 2004, total HIV/AIDS expendi-
tures more than tripled from $171 million to $544 mil-
lion. During this period, Africa increased nearly fourfold
from $85 million to $320 million. Significant increases also
occurred in ANE ($34 million to $82 million), E&E ($9
million to $26 million), and LAC ($26 million to $51 mil-
lion).These increases, with special attention to the Africa
and ANE regions and to partnerships with private organiza-
tions, reflect USAID’s efforts to scale up interventions and
engage new partners in combating the devastating impact
of HIV/AIDS on individuals, families, and communities.

FY 2004 23



24

Table 1

These figures represent Agency-wide health expenditures on all accounts and not appropriations or obligations as described in the introduction to this report.

Figure 1

Agency-Wide Expenditures for Global Health

USAID HIV/AIDS Expenditures by Region
FY 2004 ($1,000s)

USAID HIV/AIDS Expenditures by Region
FY 2004

*Condom expenditures are based on the value of shipments and include commodities purchased and shipped using HIV/AIDS funds.
Source: NEWVERN Information System, January 2005.



FY 2004

These figures represent Agency-wide health expenditures on all accounts and not appropriations or obligations as described in the introduction to this report.
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Figure 2

Figure 3

USAID HIV/AIDS Expenditures by Focus Area
FY 2004 

USAID HIV/AIDS Expenditures by Functional Activity
FY 2004
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Table 2

These figures represent Agency-wide health expenditures on all accounts and not appropriations or obligations as described in the introduction to this report.

Table 3

Agency-Wide Expenditures for Global Health

USAID HIV/AIDS Expenditures
FY 2004: Top 20 Countries ($1,000s)

USAID HIV/AIDS Expenditures by Region and Type of Assistance
FY 2004 ($1,000s)

*The values for Mission-managed agreements include all expenditures via bilateral projects, including all expenditures incurred 
under sub-agreements.

**The Global Leadership, Research, and Innovation category includes amounts spent primarily to support research, technical leadership, new 
initiatives, strategic planning, and other direct and indirect costs incurred to support host-country population, health, and nutrition activities 
(e.g., invitation travel of LDC personnel, study/observational tours, database management, non-contraceptive commodities, etc.).



FY 2004

These figures represent Agency-wide health expenditures on all accounts and not appropriations or obligations as described in the introduction to this report.
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Figure 4

Figure 5

USAID Expenditures on In-Country Activities for HIV/AIDS
FY 2004

USAID HIV/AIDS Expenditures by Type of Implementing Partner
FY 2004

*Other in-country organizations include local universities, local private voluntary organizations, and/or the USAID Mission itself.

Note: The current data collection process does not provide institution breakdowns for field office operations where sub-agreements exist with
local host-country organizations through Mission-managed activities.

Notes: 1) This graph represents the breakdown of expenditures by the primary recipient organizations implementing global health activities.These
include CAs who have direct agreements with USAID’s Bureau for Global Health as well as institutions with a direct agreement with a Mission.
No sub-agreement information is provided in these percentages. However, the graph in this section titled “Expenditures on In-Country Activities”
includes a breakdown of institution types for institutions working under sub-agreements with CAs.Therefore, the percentages in these two graphs will
not match.
2) The Government Agencies category includes both U.S. and host-country government institutions that are primary recipients.
3) Other implementing partners include USAID Missions incurring direct costs.
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Table 4

These figures represent Agency-wide health expenditures on all accounts and not appropriations or obligations as described in the introduction to this report.

Agency-Wide Expenditures for Global Health

USAID HIV/AIDS Expenditures for Emergency Plan Countries
FY 2004 ($1,000s)

*Condom expenditures are based on the value of shipments and include commodities purchased and shipped using HIV/AIDS funds.
Source: NEWVERN Information System, January 2005.



FY 2004

These figures represent Agency-wide health expenditures on all accounts and not appropriations or obligations as described in the introduction to this report.
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Table 5

Africa: USAID HIV/AIDS Expenditures by Country
FY 2004 ($1,000s)

*Condom expenditures are based on the value of shipments and include commodities purchased and shipped using HIV/AIDS funds.
Source: NEWVERN Information System, January 2005.
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Table 6

These figures represent Agency-wide health expenditures on all accounts and not appropriations or obligations as described in the introduction to this report.

Table 7

Agency-Wide Expenditures for Global Health

Asia/Near East: USAID HIV/AIDS Expenditures by Country
FY 2004 ($1,000s)

Europe & Eurasia: USAID HIV/AIDS Expenditures by Country
FY 2004 ($1,000s)

*Condom expenditures are based on the value of shipments and include commodities purchased and shipped using HIV/AIDS funds.
Source: NEWVERN Information System, January 2005.

*Condom expenditures are based on the value of shipments and include commodities purchased and shipped using HIV/AIDS funds.
Source: NEWVERN Information System, January 2005.



FY 2004

These figures represent Agency-wide health expenditures on all accounts and not appropriations or obligations as described in the introduction to this report.
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Table 8

Table 9

Latin America/Caribbean: USAID HIV/AIDS Expenditures by Country
FY 2004 ($1,000s)

Worldwide: USAID HIV/AIDS Expenditures by Country
FY 2004 ($1,000s)

*Condom expenditures are based on the value of shipments and include commodities purchased and shipped using HIV/AIDS funds.
Source: NEWVERN Information System, January 2005.

*USA expenditures include amounts spent within the United States primarily to support research, technical leadership, strategic planning,
and new initiatives.
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Figure 6

These figures represent Agency-wide health expenditures on all accounts and not appropriations or obligations as described in the introduction to this report.

Table 10

Agency-Wide Expenditures for Global Health

Trends in USAID HIV/AIDS Expenditures by Region
FY 2001–2004 

Trends in USAID HIV/AIDS Expenditures for Emergency Plan Countries
FY 2001–2004 ($1,000s)

Notes: 1) Emergency Plan funding began in FY 2003.
2) Variations from previously reported values may occur in historical data as new information is obtained.



FY 2004

These figures represent Agency-wide health expenditures on all accounts and not appropriations or obligations as described in the introduction to this report.
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Table 11

Africa: Trends in USAID HIV/AIDS Expenditures by Country
FY 2001–2004 ($1,000s)

Note: Variations from previously reported values may occur in historical data as new information is obtained.
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Table 12

These figures represent Agency-wide health expenditures on all accounts and not appropriations or obligations as described in the introduction to this report.

Table 13

Agency-Wide Expenditures for Global Health

Asia/Near East: Trends in USAID HIV/AIDS Expenditures by Country
FY 2001–2004 ($1,000s)

Europe & Eurasia: Trends in USAID HIV/AIDS Expenditures by Country
FY 2001–2004 ($1,000s)

Note: Variations from previously reported values may occur in historical data as new information is obtained.

Note: Variations from previously reported values may occur in historical data as new information is obtained.



FY 2004

These figures represent Agency-wide health expenditures on all accounts and not appropriations or obligations as described in the introduction to this report.
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Table 14

Table 15

Latin America/Caribbean: Trends in USAID HIV/AIDS Expenditures by Country
FY 2001–2004 ($1,000s)

Worldwide: Trends in USAID HIV/AIDS Expenditures by Country
FY 2001–2004 ($1,000s)

Note: Variations from previously reported values may occur in historical data as new information is obtained.

*USA expenditures include amounts spent within the United States primarily to support research, technical leadership, strategic planning,
and new initiatives.

Note: Variations from previously reported values may occur in historical data as new information is obtained.
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Infectious Diseases Overview
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In 1998, USAID launched the Infectious Disease Initiative
with the aim of reducing the threat of infectious diseases
(ID) of major public health importance.The Initiative
develops strategies and interventions in four program
areas – tuberculosis (TB), malaria, antimicrobial resistance
(AMR), and ID surveillance and response. It emphasizes
capacity building and systems strengthening to ensure
long-term program effectiveness and sustainability.

In FY 2004 USAID’s ID spending was nearly $131 million, a
$20 million increase from FY 2003. ANE was the only
region where expenditures decreased in FY 2004, while
Africa’s share of ID spending increased from 27% in FY
2003 to 30% in FY 2004. ANE had 19% of expenditures,
followed by E&E with 13% and LAC with 12%.“World-
wide” expenditures (which primarily support research,
technical leadership, strategic planning, and new initiatives
such as the Global Tuberculosis Drug Facility, Stop TB, and
Roll Back Malaria) accounted for 26% of the total.

The top 20 countries had expenditures of more than 
$57 million, about 44% of the total. Senegal topped the
list with expenditures of $5.5 million, followed by Uganda
with $4.6 million and the Philippines with $4.4 million. Of
the top 20 countries, seven were in Africa, six in ANE,
four in LAC, and three in E&E.This breakdown remained
unchanged from FY 2003.

Mission-managed agreements represented the greatest
proportion of ID expenditures (36%), followed by 
centrally managed agreements (in-country) (35%) and
global leadership, research, and innovation (29%). Of the
in-country activities (both centrally managed and Mission-
managed agreements), long-term technical assistance via
centrally managed agreements (27%), field office opera-
tions (21%), and short-term technical assistance via cen-
trally managed agreements (6%) amounted to more than
half the expenditures.

By focus area, malaria and TB had the greatest proportion
of expenditures (each at 37%), followed by surveillance
and response, which had 14%. AMR and “Other ID”
activities each represented 6% of spending.The top five
functional activities each amounted to more than 10% of

total expenditures.They were research (17%); institutional
capacity building and management (16%); training (15%);
data collection, monitoring, evaluation, and health informa-
tion systems (12%); and policy development (11%).

Expenditures by private institutions represented 60% of
ID programming in FY 2004, with nonprofit organizations
representing 45% of expenditures (up from 35% in FY
2003) and for-profits representing 15% (up from 14% in
FY 2003). International organizations and government
agencies represented 19% and 14% respectively.

Between FY 2001 and FY 2004, total ID expenditures
increased by 162%, from $50 million to $131 million. In
FY 2001, E&E had the largest share of expenditures; for
the following three years, Africa had the largest share.
Most regions have shown a steady increase in ID 
expenditures during the past four years. By focus area, the
majority of ID spending between FY 2001 and FY 2004
was for malaria and TB programs. Malaria expenditures
have shown a strong increase over the past four years.
Expenditures for TB as a portion of total ID spending also
rose steadily since FY 2002.

Egypt was the leading country for ID spending from FY
2001 to FY 2003. In FY 2004, however, Senegal replaced
Egypt, with Uganda, the Philippines, Russia, and India fol-
lowing close behind. It is expected that ID expenditures in
Egypt will continue to fall because, by design, funding to
Egypt from the Economic Support Fund will decrease in
all sectors from FY 2001 through FY 2009 until funding
levels reach half of the FY 2000 level. In addition, due to
Egypt’s priorities among sectors, health sector funding is
falling faster than the Mission-wide average.

USAID’s Infectious Disease Initiative has made a huge 
difference in saving lives and preventing ID-related death
and illness. Its programs are helping people get access to
effective treatment for the leading infectious diseases, pri-
marily TB and malaria. As the data show, the Initiative
emphasizes working with international partners to imple-
ment key global interventions that are effective, afford-
able, and sustainable at the country level.

Overview of Infectious Diseases Expenditures



FY 2004

These figures represent Agency-wide health expenditures on all accounts and not appropriations or obligations as described in the introduction to this report.
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Table 1

Figure 1

USAID Infectious Diseases Expenditures by Region
FY 2004 ($1,000s)

USAID Infectious Diseases Expenditures by Region
FY 2004
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Figure 2

These figures represent Agency-wide health expenditures on all accounts and not appropriations or obligations as described in the introduction to this report.

Figure 3

Agency-Wide Expenditures for Global Health

USAID Infectious Diseases Expenditures by Focus Area
FY 2004 

USAID Infectious Diseases Expenditures by Functional Activity
FY 2004



FY 2004

These figures represent Agency-wide health expenditures on all accounts and not appropriations or obligations as described in the introduction to this report.
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Table 2

Table 3

USAID Infectious Diseases Expenditures
FY 2004: Top 20 Countries ($1,000s)

USAID Infectious Diseases Expenditures by Region and Type of Assistance
FY 2004 ($1,000s)

*The values for Mission-managed agreements include all expenditures via bilateral projects, including all expenditures incurred 
under sub-agreements

**The Global Leadership, Research, and Innovation category includes amounts spent primarily to support research, technical leadership, new 
initiatives, strategic planning, and other direct and indirect costs incurred to support host-country population, health, and nutrition activities 
(e.g., invitation travel of LDC personnel, study/observational tours, database management, non-contraceptive commodities, etc.).
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Figure 4

These figures represent Agency-wide health expenditures on all accounts and not appropriations or obligations as described in the introduction to this report.

Figure 5

Agency-Wide Expenditures for Global Health

USAID Expenditures on In-Country Activities for Infectious Diseases 
FY 2004

USAID Infectious Diseases Expenditures by Type of Implementing Partner
FY 2004

*Other in-country organizations include local universities, local private voluntary organizations, and/or the USAID Mission itself.

Note: The current data collection process does not provide institution breakdowns for field office operations where sub-agreements exist with
local host-country organizations through Mission-managed activities.

Notes: 1) This graph represents the breakdown of expenditures by the primary recipient organizations implementing global health activities.These
include CAs who have direct agreements with USAID’s Bureau for Global Health as well as institutions with a direct agreement with a Mission. No
sub-agreement information is provided in these percentages. However, the graph in this section titled “Expenditures on In-Country Activities”
includes a breakdown of institution types for institutions working under sub-agreements with CAs.Therefore, the percentages in these two graphs
will not match.
2) The Government Agencies category includes both U.S. and host-country government institutions that are primary recipients.
3) Other implementing partners include USAID Missions incurring direct costs.



FY 2004

These figures represent Agency-wide health expenditures on all accounts and not appropriations or obligations as described in the introduction to this report.
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Table 4

Africa: USAID Infectious Diseases Expenditures by Country
FY 2004 ($1,000s)
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Table 5

These figures represent Agency-wide health expenditures on all accounts and not appropriations or obligations as described in the introduction to this report.

Table 6

Agency-Wide Expenditures for Global Health

Asia/Near East: USAID Infectious Diseases Expenditures by Country
FY 2004 ($1,000s)

Europe & Eurasia: USAID Infectious Diseases Expenditures by Country
FY 2004 ($1,000s)

*Iraq expenditures represent Child Survival and Health Account funds only.These expenditures do not include funds spent through the
supplemental Iraq Relief and Reconstruction Fund.



FY 2004

These figures represent Agency-wide health expenditures on all accounts and not appropriations or obligations as described in the introduction to this report.
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Table 7

Table 8

Latin America/Caribbean: USAID Infectious Diseases Expenditures by Country
FY 2004 ($1,000s)

Worldwide: USAID Infectious Diseases Expenditures by Country
FY 2004 ($1,000s)

*Negative figures are the result of adjustments to expenditures reported by Missions and/or CAs.

*USA expenditures include amounts spent within the United States primarily to support research, technical leadership, strategic planning,
and new initiatives.
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Figure 6

These figures represent Agency-wide health expenditures on all accounts and not appropriations or obligations as described in the introduction to this report.

Agency-Wide Expenditures for Global Health

Trends in Infectious Diseases Expenditures by Region
FY 2001–2004



FY 2004

These figures represent Agency-wide health expenditures on all accounts and not appropriations or obligations as described in the introduction to this report.

47

Table 9

Africa: Trends in USAID Infectious Diseases Expenditures by Country
FY 2001–2004 ($1,000s)

Note: Variations from previously reported values may occur in historical data as new information is obtained.
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Table 10

These figures represent Agency-wide health expenditures on all accounts and not appropriations or obligations as described in the introduction to this report.

Agency-Wide Expenditures for Global Health

Asia/Near East: Trends in USAID Infectious Diseases Expenditures by Country
FY 2001–2004 ($1,000s)

*Iraq expenditures represent Child Survival and Health Account funds only.These expenditures do not include funds spent through the
supplemental Iraq Relief and Reconstruction Fund.

Note: Variations from previously reported values may occur in historical data as new information is obtained.



FY 2004

These figures represent Agency-wide health expenditures on all accounts and not appropriations or obligations as described in the introduction to this report.
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Table 11

Table 12

Latin American/Caribbean: Trends in USAID Infectious Diseases Expenditures 
by Country
FY 2001–2004 ($1,000s)

Europe & Eurasia: Trends in USAID Infectious Diseases Expenditures 
by Country
FY 2001–2004 ($1,000s)

Note: Variations from previously reported values may occur in historical data as new information is obtained.

Note: Variations from previously reported values may occur in historical data as new information is obtained.
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Table 13

These figures represent Agency-wide health expenditures on all accounts and not appropriations or obligations as described in the introduction to this report.

Agency-Wide Expenditures for Global Health

Worldwide: Trends in USAID Infectious Diseases Expenditures by Country
FY 2001–2004 ($1,000s)

Note: Variations from previously reported values may occur in historical data as new information is obtained.

*USA expenditures include amounts spent within the United States primarily to support research, technical leadership, strategic planning,
and new initiatives.



Child Survival/Maternal Health Overview



Agency-Wide Expenditures for Global Health

USAID and its partners are committed to improving the
health and well-being of children and families in develop-
ing countries. For 40 years, USAID has made progress in
reducing illness, malnutrition, and preventable deaths
among mothers and young children. Mortality rates
among children under age 5 in USAID-assisted countries
have dropped significantly, especially in the last 20 years.

In FY 2004, child survival/maternal health (CS/MH) expen-
ditures were more than $387 million, virtually unchanged
from FY 2003. Between FY 2003 and FY 2004, the ANE
region experienced the largest increase in expenditures,
which rose by 16% from $113 million to $131 million.
ANE also increased its total share of CS/MH spending
from 29% in FY 2003 to 34% in FY 2004.This relatively
large regional increase is attributed to increased expendi-
tures in Afghanistan and Iraq. Africa had the next largest
share of expenditures (26%), followed by  “Worldwide”
(25%), LAC (11%), and E&E (4%).The Africa, E&E, and
LAC regions had decreased expenditures from FY 2003,
with LAC having the greatest decline of 22%.Worldwide
expenditures (which primarily support research, technical
leadership, strategic planning, and new initiatives) included
centrally managed expenditures for the Global Alliance for
Vaccines and Immunization (GAVI).

The top 20 countries had expenditures totaling $197 
million, more than half of all CS/MH spending. Seven of
them were in the Africa region, nine in ANE, and four in
LAC.The most significant country increases were
Afghanistan (from $1.5 to $14.4 million) and Iraq (from
$5.4 to $23.8 million – it should be noted that these Iraq
expenditures represent Child Survival and Health Account
funds only and do not include funds spent through the
supplemental Iraq Relief and Reconstruction Fund). Egypt,
India, Ethiopia, Afghanistan, Bangladesh, and Indonesia all
had expenditures of more than $10 million.

Just under half (49%) of FY 2004 CS/MH spending
occurred via Mission-managed agreements, and 25% of
total expenditures were through centrally managed activi-
ties (in-country). In FY 2003 Mission-managed agreements
accounted for 53% of spending while centrally managed
agreements (in-country) accounted for 21%. Global lead-

ership, research, and innovation accounted for 11% of FY
2004 expenditures. In-country activities (centrally man-
aged agreements, Mission-managed agreements, and
GAVI) accounted for 89% of the total and included 23%
for field office operations, 15% for long-term technical
assistance via centrally managed agreements, 15% for
GAVI, and 8% for short-term technical assistance via 
centrally managed agreements.

Child survival focus areas accounted for 78% of FY 2004
CS/MH expenditures.They included immunization (21%);
core programming for the prevention and management of
childhood illnesses (14%); maternal child health (13%); and
policy analysis, reform, and systems strengthening (9%).

Maternal health focus areas represented 22% of all
CS/MH spending, up from 20% in FY 2003. Nearly half of
the maternal health expenditures (and 10% of the total
CS/MH spending) were on policy analysis, reform, and 
systems strengthening, while safe pregnancy made up 8%
of the total CS/MH expenditures.

At 18% of FY 2004 CS/MH expenditures, institutional
capacity building and management was the leading type
of functional activity expenditure. Service delivery
(17%); health commodities (14%); training (12%); and
data collection, monitoring, evaluation, and health infor-
mation systems (11%) were the other leading functional
activity expenditures.

Private organizations were the major implementing part-
ners for CS/MH programs, representing 56% of expendi-
tures (35% nonprofit and 21% for-profit). International
organizations also had significant expenditures of 27%, up
from 23% during the previous fiscal year.

Between FY 2001 and FY 2004, CS/MH expenditures
increased 39% from $278 million to $387 million. ANE
had the largest increase, nearly doubling from $66 million
to $131 million. Africa increased slightly since FY 2001
from $98 million to $101 million. E&E and LAC both
decreased in the past four years, down 21% and 32%
respectively. Egypt, Bangladesh, and India have consistently
remained in the top 10 countries since FY 2001.

52

Overview of Child Survival/Maternal Health Expenditures



FY 2004

These figures represent Agency-wide health expenditures on all accounts and not appropriations or obligations as described in the introduction to this report.
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Table 1

Figure 1

USAID Child Survival/Maternal Health Expenditures by Region
FY 2004 ($1,000s)

USAID Child Survival/Maternal Health Expenditures by Region
FY 2004

*Worldwide expenditures include centrally managed expenditures for the Global Alliance for Vaccines and Immunization (GAVI).

*Worldwide expenditures include centrally managed expenditures for the Global Alliance for Vaccines and Immunization (GAVI).
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Figure 2

These figures represent Agency-wide health expenditures on all accounts and not appropriations or obligations as described in the introduction to this report.

Figure 3

Agency-Wide Expenditures for Global Health

USAID Child Survival/Maternal Health Expenditures by Focus Area
FY 2004

USAID Child Survival/Maternal Health Expenditures by Functional Activity
FY 2004

*Child Survival Core includes activities designed to: 1) prevent, control, or treat acute respiratory infections; 2) prevent, control, or treat diarrheal
disease, including production and distribution of oral rehydration therapy or other commodities, hygiene and health education, and dietary manage-
ment to reduce incidence or complications of diarrheal disease; and 3) improve the nutritional status of children in order to raise health status.



FY 2004

These figures represent Agency-wide health expenditures on all accounts and not appropriations or obligations as described in the introduction to this report.
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Table 2

Table 3

USAID Child Survival/Maternal Health Expenditures
FY 2004: Top 20 Countries ($1,000s)

USAID Child Survival/Maternal Health Expenditures by Region and Type
of Assistance
FY 2004 ($1,000s)

*Iraq expenditures represent Child Survival and Health Account funds only.These expenditures do not include funds spent through the
supplemental Iraq Relief and Reconstruction Fund.

*The values for Mission-managed agreements include all expenditures via bilateral projects, including all expenditures incurred 
under sub-agreements.

**The Global Leadership, Research, and Innovation category includes all amounts spent primarily to support research, technical leadership,
new initiatives, strategic planning, and other direct and indirect costs incurred to support host-country population, health, and nutrition activities
(e.g., invitation travel of LDC personnel, study/observational tours, database management, non-contraceptive commodities, etc.).Total expenditures
for this category include centrally managed expenditures for the Global Alliance for Vaccines and Immunization (GAVI).
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Figure 4

These figures represent Agency-wide health expenditures on all accounts and not appropriations or obligations as described in the introduction to this report.

Figure 5

Agency-Wide Expenditures for Global Health

USAID Child Survival/Maternal Health Expenditures by Type 
of Implementing Partner 
FY 2004 

USAID Expenditures on In-Country Activities for Child Survival/Maternal Health
FY 2004 

*Other in-country organizations include local universities, local private voluntary organizations, and/or the USAID Mission itself.

**USAID contributes to the Global Alliance for Vaccines and Immunization (GAVI) through its financial arm, the Vaccine Fund. Because USAID
funds are combined with other donor contributions, expenditures of USAID funding by country are not identifiable. Approximately one-third of
GAVI resources are used for specific in-country activities and two-thirds to purchase vaccines and supplies for in-country use.

Note: The current data collection process does not provide institution breakdowns for field office operations where sub-agreements exist with
local host-country organizations through Mission-managed activities.

Notes: 1) This graph represents the breakdown of expenditures by the primary recipient organizations implementing global health activities.These
include CAs who have direct agreements with USAID’s Bureau for Global Health as well as institutions with a direct agreement with a Mission. No
sub-agreement information is provided in these percentages. However, the graph in this section titled “Expenditures on In-Country Activities”
includes a breakdown of institution types for institutions working under sub-agreements with CAs.Therefore, the percentages in these two graphs
will not match.
2) The Government Agencies category includes both U.S. and host-country government institutions that are primary recipients.
3) Other implementing partners include USAID Missions incurring direct costs.



FY 2004

These figures represent Agency-wide health expenditures on all accounts and not appropriations or obligations as described in the introduction to this report.
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Table 4
Africa: USAID Child Survival/Maternal Health Expenditures by Country
FY 2004 ($1,000s)
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Table 5

These figures represent Agency-wide health expenditures on all accounts and not appropriations or obligations as described in the introduction to this report.

Table 6

Agency-Wide Expenditures for Global Health

Asia/Near East: USAID Child Survival/Maternal Health Expenditures by Country
FY 2004 ($1,000s)

Europe & Eurasia: USAID Child Survival/Maternal Health Expenditures by Country
FY 2004 ($1,000s)

*Iraq expenditures represent Child Survival and Health Account funds only.These expenditures do not include funds spent through the
supplemental Iraq Relief and Reconstruction Fund.



FY 2004

These figures represent Agency-wide health expenditures on all accounts and not appropriations or obligations as described in the introduction to this report.
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Table 7

Table 8

Latin America/Caribbean: USAID Child Survival/Maternal Health 
Expenditures by Country
FY 2004 ($1,000s)

Worldwide: USAID Child Survival/Maternal Health Expenditures by Country 
FY 2004 ($1,000s)

*USA expenditures include amounts spent within the United States primarily to support research, technical leadership, strategic planning, and 
new initiatives.

Note: Worldwide expenditures include centrally managed expenditures for the Global Alliance for Vaccines and Immunization (GAVI).
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Figure 6

These figures represent Agency-wide health expenditures on all accounts and not appropriations or obligations as described in the introduction to this report.

Agency-Wide Expenditures for Global Health

Trends in USAID Child Survival/Maternal Health Expenditures by Region
FY 2001–2004

*Worldwide expenditures include centrally managed expenditures for the Global Alliance for Vaccines and Immunization (GAVI).



FY 2004

These figures represent Agency-wide health expenditures on all accounts and not appropriations or obligations as described in the introduction to this report.
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Table 9

Africa: Trends in USAID Child Survival/Maternal Health Expenditures by Country
FY 2001–2004 ($1,000s)

*Negative figures are the result of adjustments to expenditures reported by Missions and/or CAs.

Note: Variations from previously reported values may occur in historical data as new information is obtained.
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Table 10

These figures represent Agency-wide health expenditures on all accounts and not appropriations or obligations as described in the introduction to this report.

Table 11

Agency-Wide Expenditures for Global Health

Asia/Near East: Trends in USAID Child Survival/Maternal Health Expenditures 
by Country
FY 2001–2004 ($1,000s)

Europe & Eurasia: Trends in USAID Child Survival/Maternal Health 
Expenditures by Country
FY 2001–2004 ($1,000s)

*Iraq expenditures represent Child Survival and Health Account funds only.These expenditures do not include funds spent through the
supplemental Iraq Relief and Reconstruction Fund.

Note: Variations from previously reported values may occur in historical data as new information is obtained.

Note: Variations from previously reported values may occur in historical data as new information is obtained.



FY 2004

These figures represent Agency-wide health expenditures on all accounts and not appropriations or obligations as described in the introduction to this report.
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Table 12

Table 13

Latin America/Caribbean: Trends in USAID Child Survival/Maternal 
Health Expenditures by Country
FY 2001–2004 ($1,000s)

Worldwide: Trends in USAID Child Survival/Maternal Health 
Expenditures by Country
FY 2001–2004 ($1,000s)

Note: Variations from previously reported values may occur in historical data as new information is obtained.

*USA expenditures include amounts spent within the United States primarily to support research, technical leadership, strategic planning,
and new initiatives.

Note: Worldwide expenditures include centrally managed expenditures for the Global Alliance for Vaccines and Immunization (GAVI).

Note: Variations from previously reported values may occur in historical data as new information is obtained.
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Vulnerable Children Overview



Agency-Wide Expenditures for Global Health

Many children throughout the world are forced to face
the harsh realities of famine, natural disasters, war,
HIV/AIDS, parental death, physical disabilities, and eco-
nomic and social crises, all of which can mentally and
physically affect a child.To assist countries that do not
have the capacity to respond to these conditions or
crises, USAID supports programs to help families and
communities meet the needs of vulnerable children.These
programs are aimed at strengthening the capacity of 
families and communities to respond to the special needs
(physical, social, educational, and emotional) of displaced
children and orphans; mentally and/or physically disabled
children, including blind and hearing-impaired children; and
older children and adolescents in need of social integra-
tion and vocational/technical training.

USAID supports numerous activities to help families and
communities meet the needs of vulnerable children.These
activities fall into three program categories – displaced 
children and orphans, blind children, and other vulnerable
children. Programs for these children, undertaken with
governmental agencies and local and international non-
governmental organizations, support and protect
vulnerable children primarily through activities and strate-
gies to strengthen family and community capacity to
respond to the needs of these children. Because the FY
2003 edition of this report was the first to include expen-
ditures on programs for vulnerable children, this edition
makes comparisons only between FY 2003 and FY 2004.

In FY 2004, USAID expenditures on vulnerable children
programs were nearly $36 million.This represented an
increase of $2 million from FY 2003, or nearly 6%.
Regionally, Africa had the largest share of expenditures at
36% (about $13 million), nearly the same as FY 2003. E&E
was next at 26% ($9.3 million), followed by ANE at 24%
($8.8 million) and LAC at 9% ($3 million). ANE and Africa
slightly decreased their share of expenditures from FY
2003 while E&E and LAC increased.

In FY 2004, spending on vulnerable children programs
supported activities in 38 countries and various initiatives
worldwide.The top 20 recipient countries represented
85% of the vulnerable children expenditures, with

Romania, Angola,Vietnam, Democratic Republic of the
Congo, and Iraq representing the top five. Of these five,
only Romania and Vietnam were also among the top five
countries in expenditures in FY 2003. Iraq expenditures
represent Child Survival and Health Account funds only
and do not include expenditures from the supplemental
Iraq Relief and Reconstruction Fund.

Mission-managed agreements represented 81% of vulner-
able children expenditures in FY 2004, up from 75% in 
FY 2003. Centrally managed agreements (in-country) 
represented 14%, down from 15% in FY 2003. Also in 
FY 2004, global leadership, research, and innovation
declined from 10% in FY 2003 to 5% in FY 2004.The
majority of expenditures (95%) were in-country activities
(both centrally managed and Mission-managed agree-
ments), which included field office operations (53%), other
in-country organizations (14%), and long-term technical
assistance via centrally managed agreements (11%).
USAID’s main implementing partners in FY 2004 were
private nonprofits (80% of expenditures) and international
organizations (10%). Private for-profits saw a significant
decline in their share of expenditures from 9% in FY 2003
to 1% in FY 2004, while the international organization
share of expenditures increased from 1% to 10%.

Expenditures by focus area also changed in FY 2004. In FY
2003, orphans and displaced children represented 46% of
expenditures while in FY 2004 their share increased to
56%. Other vulnerable children (including physically and
cognitively disabled children) represented 51% of expen-
ditures in FY 2003 but declined to 40% in FY 2004.The
last category, blind children, stood at 3% in FY 2003 and
increased to 4% in FY 2004. All functional activity expen-
ditures in FY 2004 were for service delivery.

USAID’s increased expenditures on vulnerable children
programs over the past year reflect the increasing despair
facing many of the world’s children. USAID will continue
to focus on programs that assist vulnerable children
throughout all of USAID’s four regions, with the underly-
ing principle that the family and community are the great-
est sources of care and protection for children and should
be the foundation of all interventions.
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FY 2004

These figures represent Agency-wide health expenditures on all accounts and not appropriations or obligations as described in the introduction to this report.
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Table 1

Figure 1

USAID Vulnerable Children Expenditures by Region
FY 2004 ($1,000s)

USAID Vulnerable Children Expenditures by Region
FY 2004
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Figure 2

These figures represent Agency-wide health expenditures on all accounts and not appropriations or obligations as described in the introduction to this report.

Figure 3

Agency-Wide Expenditures for Global Health

USAID Vulnerable Children Expenditures by Focus Area
FY 2004

USAID Vulnerable Children Expenditures by Functional Activity
FY 2004



FY 2004

These figures represent Agency-wide health expenditures on all accounts and not appropriations or obligations as described in the introduction to this report.
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Table 2

Table 3

USAID Vulnerable Children Expenditures 
FY 2004: Top 20 Countries ($1,000s)

USAID Vulnerable Children Expenditures by Region and Type of Assistance
FY 2004 ($1,000s)

*Iraq expenditures represent Child Survival and Health Account funds only.These expenditures do not include funds spent through the
supplemental Iraq Relief and Reconstruction Fund.

*The values for Mission-managed agreements include all expenditures via bilateral projects, including all expenditures incurred 
under sub-agreements.

**The Global Leadership, Research, and Innovation category includes amounts spent primarily to support research, technical leadership, new 
initiatives, strategic planning, and other direct and indirect costs incurred to support host-country population, health, and nutrition activities 
(e.g., invitation travel of LDC personnel, study/observational tours, database management, non-contraceptive commodities, etc.).
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Figure 4

These figures represent Agency-wide health expenditures on all accounts and not appropriations or obligations as described in the introduction to this report.

Figure 5

Agency-Wide Expenditures for Global Health

USAID Expenditures on In-Country Activities for Vulnerable Children
FY 2004

USAID Vulnerable Children Expenditures by Type of Implementing Partner
FY 2004

*Other in-country organizations include local universities, local private voluntary organizations, and/or the USAID Mission itself.

Note: The current data collection process does not provide institution breakdowns for field office operations where sub-agreements exist with
local host-country organizations through Mission-managed activities.

Notes: 1) This graph represents the breakdown of expenditures by the primary recipient organizations implementing global health activities.These
include CAs who have direct agreements with USAID's Bureau for Global Health as well as institutions with a direct agreement with a Mission.
No sub-agreement information is provided in these percentages. However, the graph in this section titled "Expenditures on In-Country Activities"
includes a breakdown of institution types for institutions working under sub-agreements with CAs.Therefore, the percentages in these two graphs
will not match.
2) The Government Agencies category includes both U.S. and host-country government institutions that are primary recipients.
3) Other implementing partners include USAID Missions incurring direct costs.
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These figures represent Agency-wide health expenditures on all accounts and not appropriations or obligations as described in the introduction to this report.
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Table 4

Table 5

Africa: USAID Vulnerable Children Expenditures by Country
FY 2004 ($1,000s)

Asia/Near East: USAID Vulnerable Children Expenditures by Country
FY 2004 ($1,000s)

*Iraq expenditures represent Child Survival and Health Account funds only.These expenditures do not include funds spent through the
supplemental Iraq Relief and Reconstruction Fund.
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Table 6

These figures represent Agency-wide health expenditures on all accounts and not appropriations or obligations as described in the introduction to this report.

Table 7

Agency-Wide Expenditures for Global Health

Europe & Eurasia: USAID Vulnerable Children Expenditures by Country
FY 2004 ($1,000s)

Latin America/Caribbean: USAID Vulnerable Children Expenditures by Country
FY 2004 ($1,000s)



FY 2004

These figures represent Agency-wide health expenditures on all accounts and not appropriations or obligations as described in the introduction to this report.

73

Table 8

Worldwide: USAID Vulnerable Children Expenditures by Country
FY 2004 ($1,000s)

*USA expenditures include amounts spent within the United States primarily to support research, technical leadership, strategic planning,
and new initiatives.
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For more than 40 years, USAID investments in family
planning and reproductive health (FP/RH) programs have
contributed to the health of individuals and families.
USAID has made voluntary family planning services 
widely available in many developing countries, thereby
contributing to substantial declines in unintended 
pregnancies and maternal mortality, to improved 
health, and to reduced fertility rates, all of which 
enhance a nation’s potential for lasting social and 
economic development.

In FY 2004, USAID FP/RH expenditures exceeded $417
million, an increase of $27 million over the previous year’s
expenditures.The largest portion (39%) of these expendi-
tures were Mission/bilateral expenditures, while central
core spending represented 27%.

Regionally, ANE represented the largest portion of expen-
ditures with 32% ($132 million), followed by Africa with
28% ($117 million), LAC with 16% ($66 million), and E&E
with 5% ($23 million). “Worldwide” expenditures, which
primarily support research, technical leadership, strategic
planning, and new initiatives, amounted to 19% ($78 mil-
lion) of the total. Expenditures increased in all regions
from FY 2003 – E&E by 34%, LAC by 16%, ANE by 9%,
and Africa by 4%.

USAID FP/RH expenditures in FY 2004 supported activi-
ties in 71 countries, five sub-regional programs, and world-
wide initiatives.The top 20 recipient countries accounted
for 54% of FP/RH expenditures. Egypt, the Philippines,
Bangladesh, India, and Peru were the five countries with
the highest FY 2004 expenditures.

Mission-managed agreements represented 39% of expen-
ditures in FY 2004, while centrally managed agreements
(in-country) represented 41% and global leadership,
research, and innovation 20%.The majority of expendi-
tures (80%) represented in-country activities (both cen-
trally managed and Mission-managed agreements), which
included field office operations (21% of total FP/RH
spending), long-term technical assistance via centrally 

managed agreements (20%), and contraceptive and 
condom shipments (12%). USAID’s main implementing
partners in FY 2004 included private nonprofit organiza-
tions, which accounted for 44% of expenditures, private
for-profit organizations (20%), and universities (14%).

By focus area, family planning services represented 57% of
expenditures. Integrated reproductive health accounted
for 18%, with policy, data analysis and evaluation repre-
senting 17%. Six functional activities had expenditures of
10% or more of the total in FY 2004 – service delivery
(15% of expenditures); data collection, monitoring, evalua-
tion, and health information systems (12%); institutional
capacity building and management (12%); contraceptives
and condoms (12%); training (11%); and research (10%).

Between FY 2000 and FY 2004, total FP/RH expenditures
rose 17%. E&E expenditures more than doubled during
this time period from $9 million to $23 million. After
dropping between FY 2001 and FY 2002, expenditures in
Africa rose slightly (4% per year) in the next two years.
FP/RH expenditures in the ANE and LAC regions showed
little change over the last five years.

Despite overall increases in expenditures in the E&E
region over the past five years, spending was irregular 
for many countries. For example, FY 2004 expenditures 
in Georgia were more than 50% greater than FY 2000
levels. However, the large increases experienced early in
the period were not sustained in the last two years.
Similar expenditure trends occurred in Armenia,
Azerbaijan, and Ukraine. Increases from very low levels 
of expenditures occurred in Albania, Kyrgyzstan,
and Uzbekistan.

In Africa, expenditures grew slightly in the last two years
after a drop between FY 2001 and FY 2002. Countries
that experienced relatively steady and large (more than
$1 million) expenditure increases between FY 2000 and
FY 2004 include Angola, Democratic Republic of the
Congo, Ethiopia, Kenya, Madagascar, Mozambique, Nigeria,
Rwanda, South Africa, and Tanzania. FP/RH expenditures
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decreased by more than one-third from FY 2000 levels
and by more than $1 million in Uganda, Zimbabwe, and
the West Africa Regional Program.

Overall FP/RH expenditures in ANE rose only 5% between
FY 2000 and FY 2004. Expenditures in Indonesia and West
Bank/Gaza have grown over the last five years, while expen-
ditures in Afghanistan, Iraq, and Pakistan have grown in
more recent years. Iraq expenditures represent Child
Survival and Health Account funds only and do not include 
expenditures from the supplemental Iraq Relief and
Reconstruction Fund. Expenditures for the Regional
Development Mission/Asia program and multiple country
activities have also grown substantially. Despite the consis-
tent prominence of the Philippines, Bangladesh, and India in
USAID’s FP/RH programming, these countries’ FY 2004
expenditures ($18.1 million, $17.0 million, and $16.5 million,
respectively) were significantly lower than FY 2000 levels.

FY 2004 FP/RH expenditures in the LAC region were 
virtually equal to FY 2000 levels. Expenditure increases
occurred in Bolivia, the Dominican Republic, El Salvador,
Guatemala, Guyana, Honduras, Jamaica, Mexico, and
Paraguay. Brazil, Ecuador, Haiti, and Nicaragua had 
decreasing FP/RH expenditures over the last five years.
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Table 1

Figure 1

Agency-Wide Expenditures for Global Health

USAID Family Planning/Reproductive Health Expenditures by Region
FY 2004 ($1,000s)

USAID Family Planning/Reproductive Health Expenditures by Region
FY 2004

*Contraceptive and condom expenditures are based on the value of shipments. Commodities purchased and shipped using HIV/AIDS funds are
not included here. Source: NEWVERN Information System, January 2005.

These figures represent Agency-wide health expenditures on all accounts and not appropriations or obligations as described in the introduction to this report.
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Figure 2

Figure 3

USAID Family Planning/Reproductive Health Expenditures by Focus Area
FY 2004 

USAID Family Planning/Reproductive Health Expenditures by Functional Activity
FY 2004

These figures represent Agency-wide health expenditures on all accounts and not appropriations or obligations as described in the introduction to this report.
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Table 2

These figures represent Agency-wide health expenditures on all accounts and not appropriations or obligations as described in the introduction to this report.

Table 3

Agency-Wide Expenditures for Global Health

USAID Family Planning/Reproductive Health Expenditures
FY 2004: Top 20 Countries ($1,000s)

USAID Family Planning/Reproductive Health Expenditures by Region and Type 
of Assistance
FY 2004 ($1,000s)

*The values for Mission-managed agreements include all expenditures via bilateral projects, including all expenditures incurred
under sub-agreements.

**The Global Leadership, Research, and Innovation category includes amounts spent primarily to support research, technical leadership, new
initiatives, strategic planning, and other direct and indirect costs incurred to support host-country population, health, and nutrition activities
(e.g. invitation travel of LDC personnel, study/observational tours, database management, non-contraceptive commodities, etc.).
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These figures represent Agency-wide health expenditures on all accounts and not appropriations or obligations as described in the introduction to this report.

81

Figure 4

Figure 5

USAID Expenditures on In-Country Activities for Family Planning/
Reproductive Health
FY 2004

USAID Family Planning/Reproductive Health Expenditures by Type of
Implementing Partner
FY 2004

*Other in-country organizations include local universities, local private voluntary organizations, and/or the USAID Mission itself.

Note: The current data collection process does not provide institution breakdowns for field office operations where sub-agreements exist with
local host-country organizations through Mission-managed activities.

Notes: 1) This graph represents the breakdown of expenditures by the primary recipient organizations implementing global health activities.These
include CAs who have direct agreements with USAID’s Bureau for Global Health as well as institutions with a direct agreement with a Mission.
No sub-agreement information is provided in these percentages. However, the graph in this section titled “Expenditures on In-Country Activities”
includes a breakdown of institution types for institutions working under sub-agreements with CAs.Therefore, the percentages in these two graphs
will not match.
2) The Government Agencies category includes both U.S. and host-country government institutions that are primary recipients.
3) Other implementing partners include USAID Missions incurring direct costs.
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Table 4

Agency-Wide Expenditures for Global Health

These figures represent Agency-wide health expenditures on all accounts and not appropriations or obligations as described in the introduction to this report.

Africa: USAID Family Planning/Reproductive Health Expenditures by Country
FY 2004 ($1,000s)

*Contraceptive and condom expenditures are based on the value of shipments. Commodities purchased and shipped using HIV/AIDS funds are
not included here. Source: NEWVERN Information System, January 2005.
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Table 5

These figures represent Agency-wide health expenditures on all accounts and not appropriations or obligations as described in the introduction to this report.

Asia/Near East: USAID Family Planning/Reproductive Health Expenditures 
by Country
FY 2004 ($1,000s)

*Contraceptive and condom expenditures are based on the value of shipments. Commodities purchased and shipped using HIV/AIDS
funds are not included here. Source: NEWVERN Information System, January 2005.

**Iraq expenditures represent Child Survival and Health Account funds only.These expenditures do not include funds spent through the
supplemental Iraq Relief and Reconstruction Fund.
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Table 6

Table 7

Agency-Wide Expenditures for Global Health

Europe & Eurasia: USAID Family Planning/Reproductive Health Expenditures 
by Country
FY 2004 ($1,000s)

Latin America/Caribbean: USAID Family Planning/Reproductive Health
Expenditures by Country
FY 2004 ($1,000s)

*Contraceptive and condom expenditures are based on the value of shipments. Commodities purchased and shipped using HIV/AIDS funds are
not included here. Source: NEWVERN Information System, January 2005.

These figures represent Agency-wide health expenditures on all accounts and not appropriations or obligations as described in the introduction to this report.

*Contraceptive and condom expenditures are based on the value of shipments. Commodities purchased and shipped using HIV/AIDS funds are
not included here. Source: NEWVERN Information System, January 2005.
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Table 8

Figure 6

Trends in USAID Family Planning/Reproductive Health Expenditures by Region
FY 2000–2004

These figures represent Agency-wide health expenditures on all accounts and not appropriations or obligations as described in the introduction to this report.

Worldwide: USAID Family Planning/Reproductive Health Expenditures 
by Country
FY 2004 ($1,000s)

*USA expenditures include amounts spent within the United States primarily to support research, technical leadership, strategic planning,
and new initiatives.

Note: As of FY 2001, Missions have reported only disbursed amounts. This is contrary to previous years’ reporting when accruals were also
included in expenditures.
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Table 9

These figures represent Agency-wide health expenditures on all accounts and not appropriations or obligations as described in the introduction to this report.

Agency-Wide Expenditures for Global Health

Africa: Trends in USAID Family Planning/Reproductive Health Expenditures 
by Country
FY 2000–2004 ($1,000s)

*Negative figures are the result of adjustments to expenditures reported by Missions and/or CAs.

Notes: 1) As of FY 2001, Missions have reported only disbursed amounts. This is contrary to previous years’ reporting when accruals were also
included as expenditures.
2) Variations may occur from previously reported values in historical data as new information is obtained.
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These figures represent Agency-wide health expenditures on all accounts and not appropriations or obligations as described in the introduction to this report.

87

Table 10

Asia/Near East: Trends in USAID Family Planning/Reproductive Health
Expenditures by Country
FY 2000–2004 ($1,000s)

*Iraq expenditures represent Child Survival and Health Account funds only.These expenditures do not include funds spent through the
supplemental Iraq Relief and Reconstruction Fund.

Notes: 1) As of FY 2001, Missions have reported only disbursed amounts. This is contrary to previous years’ reporting when accruals
were also included as expenditures.
2) Variations may occur from previously reported values in historical data as new information is obtained.
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Table 11

These figures represent Agency-wide health expenditures on all accounts and not appropriations or obligations as described in the introduction to this report.

Agency-Wide Expenditures for Global Health

Europe & Eurasia: Trends in USAID Family Planning/Reproductive Health
Expenditures by Country
FY 2000–2004 ($1,000s)

Notes: 1) As of FY 2001, Missions have reported only disbursed amounts. This is contrary to previous years’ reporting when accruals were also
included as expenditures.
2) Variations may occur from previously reported values in historical data as new information is obtained.



FY 2004

These figures represent Agency-wide health expenditures on all accounts and not appropriations or obligations as described in the introduction to this report.
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Table 12

Table 13

Latin America/Caribbean: Trends in USAID Family Planning/Reproductive Health
Expenditures by Country
FY 2000–2004 ($1,000s)

Worldwide: Trends in USAID Family Planning/Reproductive Health Expenditures
by Country
FY 2000–2004 ($1,000s)

Notes: 1) As of FY 2001, Missions have reported only disbursed amounts. This is contrary to previous years’ reporting when accruals were also
included as expenditures.
2) Variations may occur from previously reported values in historical data as new information is obtained.

*USA expenditures include amounts spent within the United States primarily to support research, technical leadership, strategic planning,
and new initiatives.

Notes: 1) As of FY 2001, Missions have reported only disbursed amounts.This is contrary to previous years’ reporting when accruals were also
included as expenditures.
2) Variations may occur from previously reported values in historical data as new information is obtained.
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Annex: Contraceptive & Condom Shipments
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Figure

These figures represent Agency-wide health expenditures on all accounts and not appropriations or obligations as described in the introduction to this report.

Figure

Agency-Wide Expenditures for Global Health

For many years, USAID has been among the largest inter-
national donors of contraceptives and condoms. Since the
1970s, USAID has provided family planning and reproduc-
tive health commodities to countries in the Agency’s Africa,
Asia/Near East, Europe & Eurasia, and Latin America/
Caribbean regions.The Commodities Security and Logistics
Division of USAID’s Office of Population and Reproductive
Health administers a centralized system for commodity
procurement; supports a program for health commodities
and logistics management; works with country programs
and other donors to ensure that these commodities are
available to those who choose to use them; and maintains
a database on USAID commodity assistance.

This annex describes USAID’s contraceptive and condom
distribution activities in fiscal year (FY) 2004. It presents
data on the values and quantities of commodity shipments
by USAID region and country, affiliations of recipient organ-
izations, and trends over the past decade. One-year fluctua-
tions in contraceptive and condom shipments on the
regional and country level are not necessarily the result of
programmatic shifts.Variations in year-to-year shipments
and commodity production schedules most often account
for these fluctuations.

Commodity Fund 
The Agency has developed an operational plan for its
HIV/AIDS “expanded response” strategy. One aspect of this
plan includes a Commodity Fund to centrally finance male
and female condoms for HIV/AIDS programs and ensure
their expedited delivery to countries. (For rationale and
application criteria, see Guidance on the Definition and Use
of the Child Survival and Health Programs Fund, FY 2003
Update, page 331).

The Commodity Fund began in FY 2002 with $25 million
and continued in FY 2003 with $27.8 million. In FY 2004,
the Fund again continued at the $27.8 million level. As part
of the Commodity Fund strategy, USAID added another
product for HIV/AIDS programs. In September 2003, a
centrally funded female condom contract was awarded.
USAID provided these condoms free to Missions for
HIV/AIDS prevention as part of the Commodity Fund.
These condoms were procured in limited quantities (4% to
7% of total Fund resources). Requests for female condoms
from Missions were handled on a case-by-case basis.

Overview of Contraceptive and Condom Shipments
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In FY 2004, the value of USAID shipments worldwide
totaled $73 million, and shipments reached 55 countries
in USAID’s Africa, Asia/Near East (ANE), Europe & Eurasia
(E&E), and Latin America/Caribbean (LAC) regions.
Compared with FY 2003, the value of USAID contracep-
tive and condom shipments worldwide increased by 12%
in FY 2004, and eight new countries received shipments.
Nine countries that received shipments in FY 2003 did
not receive them in FY 2004. Between FY 1994 and FY
2004, worldwide contraceptive and condom shipments
remained on an upward trend (see figure 1).While world-
wide trends in total condom shipment values showed a
slight decline over the past 11 fiscal years, contraceptive
shipment values increased most years (figure 2).

Between FY 2003 and FY 2004, the value of contracep-
tive and condom shipments to Africa increased by 28%
($31.9 million to $40.9 million). Africa was the only region
that experienced a significant increase in shipment values
and accounted for the increase in contraceptive and con-
dom shipments worldwide. As in FY 2003, the Africa
region received the largest share (56%) of the value of
contraceptive and condom shipments in FY 2004.The
shares in value of contraceptive shipments for other
regions in FY 2004 were ANE, 32%; LAC, 11%; and E&E,
1% (figure 3).The total value of contraceptive and con-
dom funds spent in ANE was $23.3 million; LAC, $7.8 mil-
lion; and E&E, around $1 million.

The worldwide distribution of value by method (figure 4)
showed some changes from FY 2003. In FY 2004, con-
doms still had the highest share of value (31%), followed
by oral contraceptives and injectables (each at 29%),
intrauterine devices (IUDs) (5%), implants and female
condoms (each at 3%), and vaginal foaming tablets (VFTs)
(0.1%). In FY 2003, condoms also had the largest share of
value (36%), followed by oral contraceptives (31%).The
most significant change in FY 2004 was the increase in
the injectables share to the same value as orals.There
was also an increase in female condoms as a standard
USAID method for HIV/AIDS programs, a result of the
centrally funded female condom contract awarded in
September 2003.

In the regional distribution of condoms, an increase in
shipment values occurred only in the ANE region, from
$4.5 million in FY 2003 to $4.7 million in FY 2004.The
other three regions all showed declines in condom ship-
ment values. Africa received the greatest value of female
condom shipments in FY 2004, with smaller quantities
shipped to the LAC region and none to ANE and E&E.
Injectables shipment values saw a significant increase only
in the Africa region.

The creation of the Commodity Fund in 2002 occurred
at a time when USAID’s condom manufacturers were
experiencing production delays and unable to increase
capacity to supply USAID’s growing need in terms of
quantities and brands. Condom shipments, however, have
grown since 2002 as production has increased to be
more in line with need, though still not to optimum levels
to meet Missions’ demand. Production problems also
affected timely delivery of oral contraceptives. USAID has
worked closely with the manufacturer to monitor produc-
tion issues and minimize the effect of delays on field pro-
grams. During FY 2002 and FY 2003, USAID experienced
delayed deliveries of Depo-Provera, which meant delayed
shipments to the field. Obtaining an offshore waiver to
purchase Depo-Provera from the manufacturer’s
European facility allowed USAID to secure supplies
before program stocks were depleted.The increased ship-
ment quantities in FY 2004 reflect the manufacturer’s
increased capacity to meet program needs on a timely
basis.

Worldwide Contraceptive and Condom Shipments
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Figure 1

Figure 2

Agency-Wide Expenditures for Global Health

Note: Condom shipment values include both male and female condoms.

Source: NEWVERN Information System, Office of Population and Reproductive Health, May 2005.

Trends in Worldwide Contraceptive & Condom Shipment Values 
FY 1994–2004 (US$ millions)

Trends in Total Worldwide Contraceptive & Condom Shipment Values 
FY 1994–2004 (US$ millions)

Note: Condom shipment values include both male and female condoms.

Source: NEWVERN Information System, Office of Population and Reproductive Health, May 2005.
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Figure 3

Figure 4
Worldwide Contraceptive & Condom Shipment Values by Method
FY 2004

Source: NEWVERN Information System, Office of Population and Reproductive Health, January 2005.

Contraceptive & Condom Shipment Values by Region
FY 2004

Source: NEWVERN Information System, Office of Population and Reproductive Health, January 2005.
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Twenty-seven countries in USAID’s Africa region received
contraceptive and condom shipments in FY 2004. In FY
2003, 29 countries received shipments.The total value of
contraceptive shipments was $40.9 million, an increase
from $31.9 million in FY 2003. As shown in figure 5, there
has been an upward trend in contraceptive and condom
shipment values to the Africa region over the past 11
years.

Accounting for 49% of the regional shipment value, the
five countries with the largest shipment values were
Ethiopia ($4.7 million), Uganda ($4.2 million), the
Democratic Republic of the Congo (DR Congo) ($4.1
million), and Tanzania and Zimbabwe (about $3.5 
million each) (figure 6). Of these countries, Ethiopia and
Zimbabwe were also among the top five countries in
shipment values in FY 2003. Countries with more than
100% increases between FY 2003 and FY 2004 were DR
Congo, Lesotho, Liberia, Malawi,Tanzania, and Uganda.
Some of these increases were due to emergency ship-
ments requested by the country. Namibia, Benin, Zambia,
Congo (Brazzaville), and Mauritania were recipients in FY
2003 but did not receive any commodities in FY 2004.
Mali, Lesotho, Cote d’Ivoire, and Togo had greater than
50% declines in commodity shipments in FY 2004.

As shown in figure 7, FY 2004 condom shipments to
Africa, valued at $15.8 million, represented 39% of the
total value of contraceptive commodity shipments to the
region. Injectables represented 28%, followed by oral con-
traceptives at 22% and then by implants and female con-
doms at 5% each. IUDs represented 1% and VFTs (0.1%).
In FY 2003, condoms also had the highest share of value;
however, the share and total value declined in FY 2004.
Between the two fiscal years, female condom shipments
significantly rose in value from 0.3% to 5%.

Contraceptive and Condom Shipments to Africa
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Figure 5

Figure 6

Zimbabwe

9%

Total: $40.9 million

Congo, Dem. Republic

10%

Tanzania

9%

Ethiopia 

11%

Uganda 

10%

Other (22 countries)

51%

Trends in Contraceptive & Condom Shipment Values to Africa
FY 1994–2004 (US$ millions)

Contraceptive & Condom Shipment Values to Africa 
Major Receiving Countries
FY 2004

Source: NEWVERN Information System, Office of Population and Reproductive Health,
January 2005.

Source: NEWVERN Information System, Office of Population and Reproductive Health, January 2005.
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Figure 7

Agency-Wide Expenditures for Global Health

Contraceptive & Condom Shipment Values to Africa by Method
FY 2004

Source: NEWVERN Information System, Office of Population and Reproductive Health, January 2005.
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Thirteen countries in USAID’s ANE region received con-
traceptive and condom shipments in FY 2004, compared
with 12 countries in FY 2003.West Bank/Gaza was the
new recipient.The total value of contraceptive shipments
to the region was $23.3 million, a slight decline from FY
2003. Part of this decline was due to the phasing out of
shipments to the Philippines. Despite the decline, ANE
contraceptive and condom shipment values have main-
tained an upward trend over the past 11 years (figure 8).

In FY 2004, Egypt ($7.4 million), Bangladesh ($7.1 mil-
lion), Nepal ($2.9 million), and the Philippines ($2.5 mil-
lion) accounted for 86% of the value of regional contra-
ceptive shipments (figure 9).These four countries also
accounted for the largest share of contraceptive ship-
ments to the region in FY 2003.While shipment values
to Bangladesh, the Philippines, Indonesia, Morocco, and
Vietnam declined in FY 2004, shipments to Afghanistan,
Egypt, Jordan, Laos, Myanmar, Nepal, and Pakistan

increased, although not enough to offset the decline in
the total regional shipment value. Despite the phase-out
of condom and contraceptive shipments to Indonesia
and Morocco, these countries have continued to receive
emergency shipments.

As presented in figure 10, oral contraceptives
accounted for the largest share of regional shipment
value in FY 2004 (39 percent), followed by injectables
(27%), condoms (20%), and IUDs (14%). Compared
with the FY 2003 method mix, implant and female
condom shipment values fell to zero, while the largest
increase in value was for IUDs (25%). Condom shipment
values increased by 3.3%.

Contraceptive and Condom Shipments to Asia/Near East
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Figure 8

Figure 9

Agency-Wide Expenditures for Global Health

Contraceptive & Condom Shipment Values to Asia/Near East 
Major Receiving Countries
FY 2004

Trends in Contraceptive & Condom Shipment Values to Asia/Near East
FY 1994–2004 (US$ millions)

Source: NEWVERN Information System, Office of Population and Reproductive Health, January 2005.

Source: NEWVERN Information System, Office of Population and Reproductive Health,
January 2005.
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Figure 10

Contraceptive & Condom Shipment Values to Asia/Near East by Method
FY 2004

Source: NEWVERN Information System, Office of Population and Reproductive Health, January 2005.
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Two countries in USAID’s E&E region received contracep-
tive and condom shipments in FY 2004.The total value of
contraceptive shipments was $968,638, compared with
$942,649 in FY 2003. As shown in figure 11, there has
been a downward trend in E&E contraceptive and con-
dom shipment values over the past 11 years.

In FY 2004, Romania received 99% of the total value of
contraceptive shipments to the E&E region while
Azerbaijan (a new addition) received the remaining 1%
(figure 12). In FY 2003, Romania accounted for 81%.
Kyrgyzstan,Tajikistan, and Albania were recipients in FY
2003 but did not receive any commodities in FY 2004.
Romania is the only country in the region that received
contraceptive and condom shipments in FYs 2002, 2003,
and 2004.

With regard to method mix (figure 13), orals (65%)
accounted for the largest share of FY 2004 E&E shipment
values, followed by condoms (30%), injectables (3%), and
IUDs (2%). By contrast, in FY 2003 condoms accounted
for the majority of the shipment value (56%), followed by
injectables (32%), orals (11%), and IUDs (2%).

Contraceptive and Condom Shipments to Europe & Eurasia
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Figure 11

Figure 12

Trends in Contraceptive & Condom Shipment Values to Europe & Eurasia
FY 1994–2004 (US$ millions)

Contraceptive & Condom Shipment Values to Europe & Eurasia 
Major Receiving Countries
FY 2004

Source: NEWVERN Information System, Office of Population and Reproductive Health, January 2005.

Source: NEWVERN Information System, Office of Population and Reproductive Health,
January 2005.
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Figure 13

Agency-Wide Expenditures for Global Health

Contraceptive & Condom Shipment Values to Europe & Eurasia by Method
FY 2004

Source: NEWVERN Information System, Office of Population and Reproductive Health, January 2005.
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Thirteen countries in USAID’s LAC region received con-
traceptive and condom shipments in FY 2004, compared
with 11 countries in FY 2003. St. Kitts & Nevis,Trinidad
& Tobago, and Jamaica were new recipients in FY 2004.
Guyana was a recipient in FY 2003 but did not receive
any commodities in FY 2004.The total value of contra-
ceptive shipments was $7.8 million, compared with $8.8
million in FY 2003, an 11% decrease. As seen in figure
14, LAC contraceptive and condom shipment values
show a downward trend over the past 11 years.

In FY 2004, five countries accounted for 68% of the total
contraceptive shipment value to the region (figure 15).
These countries were Haiti ($1.5 million), Bolivia and
Peru (each nearly $1.2 million), Honduras ($808,429),
and El Salvador ($709,724).This differs from the distri-
bution of share values in FY 2003, when Nicaragua, not
El Salvador, was in the top five. Between FY 2003 and
FY 2004, contraceptive and condom shipment values to
Nicaragua, Peru, and Honduras underwent large declines
(42%, 30%, and 27%, respectively).The declines for these
countries were primarily due to the phase-out of

USAID-donated contraceptive supplies. Haiti also
showed a decline in contraceptive shipment values.

With regard to method mix (figure 16), injectables, oral
contraceptives, and condoms accounted for the largest
shares of contraceptive shipment values in both FY 2003
and FY 2004. In FY 2004, injectables accounted for 42%
of shipment values and orals and condoms 26% each.
Between FY 2003 and FY 2004, female condoms
showed the largest increase in shipment values from
$24,848 to $127,275. During the same period, IUDs also
showed an increase (27%).The largest decrease in ship-
ment values occurred in VFTs (93%), a result of USAID’s
phasing out this method. Implants (52%) and orals (19%)
showed the next largest decline. Condoms and injecta-
bles also decreased in shipment values by 8.6% and
7.1% respectively.

Contraceptive and Condom Shipments to Latin America/Caribbean
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Figure 14

Figure 15

Agency-Wide Expenditures for Global Health

Trends in Contraceptive & Condom Shipment Values to Latin America/Caribbean
FY 1994–2004 (US$ millions) 

Contraceptive & Condom Shipment Values to Latin America/Caribbean 
Major Receiving Countries
FY 2004

Source: NEWVERN Information System, Office of Population and Reproductive Health, January 2005.

Source: NEWVERN Information System, Office of Population and Reproductive Health,
January 2005.
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Figure 16

Contraceptive & Condom Shipment Values to Latin America/Caribbean by Method
FY 2004

Source: NEWVERN Information System, Office of Population and Reproductive Health, January 2005.
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Social marketing and governmental/parastatal programs
were the largest recipients of USAID contraceptives and
condoms in FY 2004, receiving 55% and 34% of total
shipment values respectively (figure 17).The value of con-
traceptives and condoms shipped to social marketing pro-
grams totaled $40.4 million, while governmental/parastatal
programs received $25 million in value.The remaining
programs – disaster relief, research, and nongovernmental
organization (NGO) programs – received 11% ($7.6 mil-
lion) of the worldwide contraceptives provided by USAID.
Compared with FY 2003, the value of contraceptive ship-
ments to disaster relief programs increased from about
$800,000 to $1.8 million in FY 2004.The value of com-
modities to governmental/parastatal programs increased
by 1.3% while the value of shipments to social marketing
programs rose by 25%.The value of commodities going to
research programs decreased by 32% and to NGO pro-
grams by 20%.

In the Africa region, social marketing programs ($26
million) received 63% of the value of commodity ship-
ments, followed by governmental/parastatal programs
($11 million, or 27%) (figure 18). Compared with FY
2003, commodities to disaster relief programs increased
significantly by 128%. Research program commodities
declined by 32% between FY 2003 and FY 2004, while
shipment values to NGO programs decreased by 34%.

In the ANE region, only governmental/parastatal and social
marketing programs received USAID support for contra-
ceptives and condoms in FY 2004 (figure 19). Social mar-
keting received 56% ($13 million) while  governmental/
parastatal programs received 44% ($10.3 million) of com-
modity shipments by value. Compared with FY 2003, the
value of commodities shipped to NGO programs in the
region declined from 0.9% to 0%.The share of shipment
values to governmental/parastatal programs declined by
7.3% while social marketing programs increased by 7.6%.

For the E&E region, 99% of the value of contraceptive and
condom shipments in FY 2004 went to NGO programs,
while the remaining 1% was allocated to disaster relief
programs (figure 20). Compared with FY 2003, the value
of shipments to governmental/parastatal programs
declined from 5.7% to 0%, while the value of shipments
to NGO programs increased by 7.9%.

In the LAC region, 47% of the value of contraceptive and
condom shipments in FY 2004 went to governmental/
parastatal programs ($3.7 million); 33% went to NGOs
($2.6 million); and 20% to social marketing programs
($1.5 million) (figure 21). Compared with FY 2003, the
largest increase in shipment values occurred in social mar-
keting programs (27.6%) while governmental/para-statal
programs showed a decline of 24.2%.NGO programs
showed a 4.6% decrease.

Affiliation Report



FY 2004 109

Figure 17

Figure 18

Affiliation Report: Worldwide
FY 2004

Affiliation Report: Africa
FY 2004

Source: NEWVERN Information System, Office of Population and Reproductive Health, January 2005.

Source: NEWVERN Information System, Office of Population and Reproductive Health, January 2005.
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Figure 19

Figure 20

Agency-Wide Expenditures for Global Health

Affiliation Report:Asia/Near East
FY 2004

Affiliation Report: Europe & Eurasia
FY 2004

Source: NEWVERN Information System, Office of Population and Reproductive Health, January 2005.

Source: NEWVERN Information System, Office of Population and Reproductive Health, January 2005.
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Figure 21

Affiliation Report: Latin America/Caribbean
FY 2004

Source: NEWVERN Information System, Office of Population and Reproductive Health, January 2005.
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The total value of worldwide USAID contraceptive and
condom shipments increased by 12% between FY 2003
and FY 2004, climbing from $65.1 million to $73 million.

Condoms
After increasing in FY 2003, the value of condom ship-
ments in FY 2004 decreased slightly by 2% to a total
value of $23 million.The number of pieces shipped world-
wide in FY 2004 (422 million) reached approximately the
same level as in 1994, 1998, and 2001 (figure 22). Since
peaking in 1995, there has been a gradual decline in ship-
ments of condoms worldwide. Figure 22 reflects two
independent trends, one through 2002 and one beginning
in 2003 due to the creation of the Commodity Fund,
which provided condoms for HIV/AIDS free to Mission
programs.The majority of condom shipments have gone
to Africa in response to the HIV/AIDS epidemic.

Oral Contraceptives
Oral contraceptive shipments have gradually increased
since FY 2000 after a few years of fluctuating shipment
levels (figure 23). Over the past decade, oral contracep-
tive shipment levels have steadied and remained on
average at approximately 70 million cycles per year. In
FY 2003 and FY 2004, oral contraceptive shipments
surpassed 80 million cycles, and the value of shipments
increased by 4.6%.The ANE and Africa regions have been
the largest recipients of oral contraceptives.

Injectables
In contrast to condoms and oral contraceptives, ship-
ments of injectables have increased sharply since FY 1994
(figure 24). One-quarter of a million injectable doses were
delivered worldwide in FY 1994, and this figure increased
to 19 million doses by FY 2004. Between FY 2003 and FY
2004, there was a 20% increase from 16.1 million to 19.4
million doses shipped worldwide.The ANE and Africa
regions have been the largest recipients of injectables.

Implants
USAID’s implant shipments over the past decade have
generally remained stable, usually numbering between
50,000 and 100,000 sets per year (figure 25).The highest
number of implant sets (300,400) was delivered in FY
1999, which included a significant contribution to
Indonesia (231,000 implants) in response to its financial
crisis and the public sector’s need for commodity 
assistance. After declining in FY 2003, the number of sets
shipped in FY 2004 rose to 86,400 sets, a 17% increase
from the FY 2003 figure of 73,650.The Africa region was
the primary recipient of implants over the past decade.

Intrauterine Devices
Overall, USAID’s IUD shipments remain below the 
levels of the late 1990s (figure 26). One reason for this
long-term decline is the 1999 phase-out of IUD donations
to Turkey, which had received a large percentage of the
IUDs procured by USAID. In FY 2004, 2.2 million units
were distributed worldwide, with a value of $3.8 million,
representing an 18.7% increase in value from FY 2003.
The Africa and ANE regions have been the largest recipi-
ents of IUDs.

Vaginal Foaming Tablets
USAID’s shipments of VFTs sharply declined over the last
decade (figure 27). In FY 1994, approximately 16 million
tablets were distributed worldwide, but by FY 2004 ship-
ments had decreased to 321,600 tablets. Compared with
FY 2003, there was an 89.7% decline in tablets shipped
worldwide in FY 2004. USAID has phased out its pro-
curement of this method, and the last shipment took
place in calendar year 2004. For the past few years, the
Africa and LAC regions were the only recipients of VFTs.

Trends in USAID Contraceptive and Condom Shipments
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Figure 22

Figure 23

Worldwide Condom Shipments
FY 1994–2004

Worldwide Oral Contraceptive Shipments
FY 1994–2004

Note: Condom shipments include both male and female condoms.

Source: NEWVERN Information System, Office of Population and Reproductive Health,
May 2005.

Source: NEWVERN Information System, Office of Population and Reproductive Health,
January 2005.
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Figure 24

Figure 25

Agency-Wide Expenditures for Global Health

Worldwide Injectable Contraceptive Shipments
FY 1994–2004

Worldwide Contraceptive Implant Shipments
FY 1994–2004

Source: NEWVERN Information System, Office of Population and Reproductive Health,
January 2005.

Source: NEWVERN Information System, Office of Population and Reproductive Health,
January 2005.
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Figure 26

Figure 27

Worldwide Intrauterine Device Shipments
FY 1994–2004

Worldwide Vaginal Foaming Tablet Shipments
FY 1994–2004

Source: NEWVERN Information System, Office of Population and Reproductive Health,
January 2005.

Source: NEWVERN Information System, Office of Population and Reproductive Health,
January 2005.
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TECHNICAL TERMS and ABBREVIATIONS

AAMMRR Antimicrobial resistance

AApppprroopprriiaattiioonnss An act of Congress permitting federal agencies to incur obligations for specified purposes.

BBiillaatteerraall For the purposes of this report, “bilateral" refers to Missions’ expenditures under their operating 
year budgets through agreements procured and managed by the Missions.This does not include 
field support.

CCAA Cooperating agency. For the purposes of this report, CAs are U.S. or international organizations 
that implement health sector activities under contracts, grants, cooperative agreements, and 
participating agency service agreements (PASAs) with USAID.

CCeennttrraall  ccoorree Funds used to support centrally managed activities for global activities including research, technical 
leadership, new initiatives, and strategic planning.

CCeennttrraallllyy  mmaannaaggeedd Activities procured and managed in Washington, D.C., by the Bureau for Global Health.

CCSS//MMHH Child survival/maternal health

CCSSHH Child Survival and Health (Programs)

EExxppeennddiittuurreess The amounts spent at the activity level using USAID funds.There is generally a year or more time 
lag between when funds are obligated and when they are actually spent.

FFiieelldd  ooffffiiccee  ooppeerraattiioonnss Activities of a recipient organization that is not a local entity but is a U.S. or international        
implementing organization working out of its field office within the country where the Mission is 
located.

FFiieelldd  ssuuppppoorrtt The transfer of obligation authority of Mission funds to centrally managed activities to support    
specific country activities.

FFPP//RRHH Family planning and reproductive health

FFYY Fiscal year (October 1–September 30)

GGAAVVII Global Alliance for Vaccines and Immunization

GGHHAAII Global HIV/AIDS Initiative

IIDD Infectious disease(s)

LLDDCC Less developed country
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MMAAAARRDD Modified Acquisition and Assistance Request Document. In the context of this report, MAARDs 
are the mechanism by which USAID Missions provide previously obligated funds to centrally 
managed activities.

MMAACCSS Mission Accounting and Control Systems

MMiissssiioonn--mmaannaaggeedd Activities procured and managed in the field by USAID Missions.

NNGGOO Nongovernmental organization

OObblliiggaattiioonnss Legal commitment of funds through such mechanisms as signed agreements between the U.S.
and host governments, contracts and grants to organizations, and purchase orders.

PPHHNN Population, health, and nutrition

PPHHNNII Population, Health and Nutrition Information (Project)

TTAA Technical assistance

VVCC Vulnerable children

USAID Regions and Regional Bureaus

AAFFRR Africa

AANNEE Asia/Near East 

EE&&EE Europe and Eurasia

GG//CCAAPP Guatemala/Central America Program

LLAACC Latin America/Caribbean

RREEDDSSOO//EESSAA Regional Economic Development Services Office for East and Southern Africa

RRDDMM//AA Regional Development Mission/Asia

WWAARRPP West Africa Regional Program
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FOCUS AREA DEFINITIONS

HIV/AIDS

HHIIVV//AAIIDDSS::    For this report, managers did not disaggregate HIV/AIDS focus areas because U.S. government requirements were
evolving under the President’s Emergency Plan for AIDS Relief. More detailed information will be provided in future reports.

Infectious Diseases

AAnnttiimmiiccrroobbiiaall  RReessiissttaannccee::    Activities to combat the emergence and spread of antimicrobial resistance including drug-resistant
strains of pneumonia, bacterial dysentery, sexually transmitted infections, and other diseases. Activities can include improved
technical guidelines; policies; management and use of antimicrobials; monitoring for antimicrobial resistance and continued drug
efficacy; and vaccine development, particularly for pneumonia and diarrheal diseases.

MMaallaarriiaa//IIDD::    Prevention, control, and treatment of malaria within the general population, including activities to address 
drug-resistant strains of malaria.

OOtthheerr  IInnffeeccttiioouuss  DDiisseeaasseess::    Activities to prevent, control, or treat other infectious diseases of significant public health impact,
such as dengue, meningitis, leishmaniasis, etc., other than those included under child survival programs.

SSuurrvveeiillllaannccee  aanndd  RReessppoonnssee::    Activities to improve national, regional, and international capacity and systems for surveillance 
of major communicable and infectious diseases and of drug resistance. (Note: Excludes surveillance activities counted 
under polio.)

TTuubbeerrccuulloossiiss::    Activities to prevent, control, or treat tuberculosis, including research and interventions to address drug-resistant
strains of tuberculosis.

Child Survival/Maternal Health

CChhiilldd  SSuurrvviivvaall//BBrreeaassttffeeeeddiinngg::    Activities designed to promote breastfeeding in order to improve child health, nutrition, and 
child spacing.

CChhiilldd  SSuurrvviivvaall  CCoorree::    Activities designed to 1) prevent, control, or treat acute respiratory infections; 2) prevent, control, or treat
diarrheal disease (including production and distribution of oral rehydration therapy or other commodities, hygiene and health
education, and dietary management to reduce incidence or complications of diarrheal disease); and 3) improve the nutritional
status of children in order to raise health status. (Note: Excludes micronutrients, vitamin A, and immunizations.)

CChhiilldd  SSuurrvviivvaall//EEnnvviirroonnmmeennttaall  HHeeaalltthh::    Activities addressing environmental risk factors for priority maternal child health issues.
Risk factors addressed include poor hygiene (including unsafe household-level water quality, inadequate hand washing, unsani-
tary feces disposal, and unsafe food handling); poor household water security (including community water supply); environmen-
tal sanitation (including community sanitation, solid waste disposal, and drainage); vector control; and indoor and outdoor 
air pollution.
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CChhiilldd  SSuurrvviivvaall//IImmmmuunniizzaattiioonn::    All activities related to the production, testing, quality control, distribution, and delivery of 
vaccines, including maternal tetanus toxic immunization. (Note: Excludes polio immunizations.)

CChhiilldd  SSuurrvviivvaall//MMaatteerrnnaall  CChhiilldd  HHeeaalltthh::    Activities with a primary purpose of affecting child health and survival by promoting 
the health of adolescent girls and women of reproductive age, improving pregnancy outcomes, reducing adverse pregnancy
outcomes, and improving prenatal and delivery services and neonatal care to promote healthy births.

CChhiilldd  SSuurrvviivvaall//PPoolliiccyy  AAnnaallyyssiiss,,  RReeffoorrmm,,  aanndd  SSyysstteemmss  SSttrreennggtthheenniinngg::    Activities to improve or enhance functioning of general
PHN systems in support of child survival, including sector reform; quality assurance; pharmaceutical management; information
systems; monitoring/analysis of demographic and health data; program improvements such as policy, evaluation, strategic 
planning, and resource allocation; and health care financing mechanisms, such as cost control, user fees, privatization, and health
insurance programs.

CChhiilldd  SSuurrvviivvaall//PPoolliioo  EErraaddiiccaattiioonn::    Activities designed to eradicate polio, maintain polio-free status, and contribute to the 
development of sustainable immunization and disease control programs in conjunction with polio eradication activities.

CChhiilldd  SSuurrvviivvaall//VViittaammiinn  AA  aanndd  OOtthheerr  MMiiccrroonnuuttrriieennttss::    Activities to support the control and prevention of vitamin A deficiencies
and other micronutrient deficiencies (including iodine, iron, and zinc) either singly or in combination.

MMaatteerrnnaall  HHeeaalltthh//NNuuttrriittiioonn::    As part of a maternal health effort, activities that improve the nutritional status of adolescent girls
and women to raise health status, improve pregnancy outcomes, and improve productivity and purchasing power. (Note:
Does not include micronutrients.)

MMaatteerrnnaall  HHeeaalltthh//PPoolliiccyy  AAnnaallyyssiiss,,  RReeffoorrmm,,  aanndd  SSyysstteemmss  SSttrreennggtthheenniinngg::    Activities to improve or enhance functioning of general
PHN systems in support of maternal health, including sector reform; quality assurance; pharmaceutical management; informa-
tion systems; monitoring/analysis of demographic and health data; program improvements such as policy, evaluation, strategic
planning, and resource allocation; and health care financing mechanisms, such as cost control, user fees, privatization, and health
insurance programs.

MMaatteerrnnaall  HHeeaalltthh//SSaaffee  PPrreeggnnaannccyy::    Activities designed to promote health of adolescent girls and women of reproductive age,
reduce reproductive morbidity and mortality, and improve pregnancy outcomes. Activities include antenatal services; planning
for birth; recognition of complications; emergency planning; clean and safe birth; treatment of obstetrical complications; and
postpartum care.

MMaatteerrnnaall  HHeeaalltthh//VViittaammiinn  AA  aanndd  OOtthheerr  MMiiccrroonnuuttrriieennttss::    As part of a maternal health effort, activities to control and prevent
micronutrient deficiencies in adolescent girls and women, including vitamin A for women, iodine, iron, zinc, etc., either singly or
in combination.

PPrroosstthheettiiccss//MMeeddiiccaall  RReehhaabbiilliittaattiioonn::    Activities to promote or improve community capacity for medical rehabilitation, including
provision of prostheses, training of technicians, vocational rehabilitation, administrative support, and facility improvements.
(Note: Includes activities supported by the War Victims Fund.)
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Vulnerable Children

BBlliinndd  CChhiillddrreenn::    Activities with a primary purpose of funding the activities of Helen Keller International and other organizations
that focus on preventing blindness among children through simple and inexpensive methods of prevention and treatment.

OOrrpphhaannss  aanndd  DDiissppllaacceedd  CChhiillddrreenn::    Used for Child Survival and Health (CSH) Programs account funding. Activities with the 
primary purpose of providing financial and technical assistance for the care and protection of children and adolescents who
are displaced or vulnerable due to separation from their families; are at great risk of losing family care and protection; or are
exposed to other sources of extreme duress. Activities focus on children affected by war, including child soldiers, children with
disabilities, and other disenfranchised or unaccompanied children such as street children. Activities emphasize strengthening
family and community capacity for identifying and responding to the special physical, social, educational, and emotional needs of
these children.

OOtthheerr  VVuullnneerraabbllee  CChhiillddrreenn::    Used for CSH account funding. Activities with a primary purpose of funding activities that
Congress has identified as important in assisting disadvantaged children. Activities support nongovernmental organizations such
as the Special Olympics that work with children and adolescents with cognitive and/or physical disabilities. (Note: Excludes 
victims of war and victims of torture.)

Family Planning/Reproductive Health

BBrreeaassttffeeeeddiinngg//FFaammiillyy  PPllaannnniinngg::    Activities that promote breastfeeding and the Lactational Amenorrhea Method (LAM) in order
to prevent unintended and mistimed pregnancies.

FFaammiillyy  PPllaannnniinngg  SSeerrvviicceess::    Activities aimed at the direct provision of family planning services, such as support for service deliv-
ery programs; information, education, and communication activities; the purchase and delivery of contraceptives; logistics train-
ing and management capacity building; and biomedical and operations research.

IInntteeggrraatteedd  RReepprroodduuccttiivvee  HHeeaalltthh::    Reproductive health activities not captured under family planning or breastfeeding but closely
related, including post-abortion care, female genital cutting, integrated family planning/HIV/sexually transmitted disease activities,
integrated family planning/safe motherhood activities, and non-family planning aspects of adolescent reproductive health.

NNoonn--FFaammiillyy  PPllaannnniinngg//RReepprroodduuccttiivvee  HHeeaalltthh  AAccttiivviittiieess::    Activities in related other health and non-health areas such as female
education and empowerment implemented to directly enhance the demand and use of family planning services.

PPoolliiccyy,,  DDaattaa  AAnnaallyyssiiss,,  aanndd  EEvvaalluuaattiioonn::    Activities aimed at developing, refining, and/or evaluating population and family planning
policies and programs, such as policy development, systems strengthening, strategic planning and resource allocation, the collec-
tion/monitoring/analysis of demographic and health data, and related training and research.
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FUNCTIONAL ACTIVITY DEFINITIONS

BBeehhaavviioorr  CChhaannggee  aanndd  CCoommmmuunniiccaattiioonnss::    Activities aimed at promoting healthy behaviors and health behavior change through
communications; mass media; community-based messages; interpersonal counseling and interactions; or other individual,
community, and institutional behavior change interventions.

CCoonnttrraacceeppttiivveess  aanndd  CCoonnddoommss::    Contraceptive and condom procurement through the Central Commodity Procurement 
program managed by Commodities Security and Logistics only.

DDaattaa  CCoolllleeccttiioonn,,  MMoonniittoorriinngg,,  EEvvaalluuaattiioonn,,  aanndd  HHeeaalltthh  IInnffoorrmmaattiioonn  SSyysstteemmss::    Activities that support data collection, monitoring,
and evaluation that inform managers of health and population programs. Also includes activities that support, develop, or
improve health information and surveillance systems and increase the use of and demand for data and information in 
health systems.

HHeeaalltthh  CCoommmmooddiittiieess::    The cost of purchasing contraceptives, condoms, and other health commodities (such as test kits,
laboratory equipment, etc.), including the procurement, warehousing, and shipping of commodities.These costs should not
include technical assistance to organizations to strengthen their ability to manage the distribution of commodities or to
strengthen systems.

IInnssttiittuuttiioonnaall  CCaappaacciittyy  aanndd  MMaannaaggeemmeenntt::    Activities that support and strengthen the management and human resource 
capabilities of host-country population, health, and nutrition programs and organizations.This category includes all aspects 
of management including strategic planning, financial management, personnel management, quality improvement, the 
management of service delivery facilities and programs, management of administrative systems, management training, and
human resource development.

PPhhaarrmmaacceeuuttiiccaall  MMaannaaggeemmeenntt  aanndd  LLooggiissttiiccss::    Activities that help promote and ensure the availability and appropriate use of
health commodities of assured quality, including measures to preserve the effectiveness of existing drugs and combat 
antimicrobial resistance in both the public and private sectors.This includes forecasting as well as ensuring the provision of
unbiased drug information for providers and users. It includes strengthening health systems and local capacity for drug 
selection, quantification, and international procurement (along with improved decision-making relating to drug policy and
health reform); regulatory, drug quality, and financing issues; and activities to change incorrect drug use and demand at the
individual and community levels.

PPoolliiccyy  DDeevveellooppmmeenntt::    Planning and analysis that supports development, implementation, and financing of policies that promote
improved access to health services.This includes supporting partnerships that bring greater resources to bear on addressing
health programs.

RReesseeaarrcchh::    Includes biomedical research that develops new or improves existing health products/technologies; operations
research that improves delivery of information and services; and social and behavioral science research that advances knowl-
edge of determinants and consequences of health behavior and develops new or improves existing tools and approaches to
change health-related behaviors at individual, community, and institutional levels.

SSeerrvviiccee  DDeelliivveerryy::    Delivery of family planning, health, or nutrition services through the formal health infrastructure, public or
nongovernmental, as well as through community-based services. (Note: Excludes social marketing).
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SSoocciiaall  MMaarrkkeettiinngg  aanndd  PPaarrttnneerriinngg  wwiitthh  tthhee  CCoommmmeerrcciiaall  SSeeccttoorr::    The use of commercial marketing concepts and/or techniques,
including promotion, pricing, distribution, and sale of health commodities and/or services at a socially acceptable price. Also
includes activities to work with the commercial private sector to deliver health and family planning services.

TTrraaiinniinngg::    Short-term or long-term training, whether based in a classroom or service site, for service delivery and health sys-
tem personnel. (Note: Training that is part and parcel of an overarching activity should be considered under that larger activity.
For example, management training should be considered under “Management.”)
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